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STEVEN FOLKARD, Pu.D., B.Sc. (Soc.) 


Aggressive behavior 


in relation to open wards 


in a mental hospital 


The subject of open wards in mental hos- 
pitals has been one of renewed interest 
during the last few years1!.?.3 and there 
are at least four mental hospitals in Britain 
which claim to have opened all of. their 
wards. However, many medical superin- 
tendents, while approving of open doors in 
principle, and having progressively un- 
locked most of their wards, do not feel they 
can carry this to its logical conclusion. The 
advocates of the complete application of 
this policy claim that the unlocking of 
wards eliminates or reduces both the 
amount of aggressive behavior and the de- 
sire to escape, but their colleagues have not 
as yet been fully convinced by all of the 
arguments. 

A report of the Commissioners of the 
Board of Control, commenting on changes 
in the administration of mental hospitals 
suggests that the most important changes 


have been manifested chiefly in three direc- 
tions: firstly, in the greater amount of lib- 
erty accorded to patients; secondly, in the 
increased attention that is devoted to their 
industrial occupation; thirdly, in the more 
liberal arrangements that are made for 
their comfort. In discussing the open-door 





Dr. Folkard, a mental health research fund fellow 
at Netherne Hospital, Coulsdon, Surrey, England, 
presented this paper at a meeting of the Surrey 
Inter-Hospital Psychiatric Association in February 
1957. 

1 Mandelbrote, B., “An Experiment in the Rapid 
Conversion of A Closed Mental Hospital into an 
Open-Door Hospital,” Mental Hygiene, 42(1958), 
3-16. 

2 Bell, G. M., “A Mental Hospital With Open 
Doors,” International Journal of Social Psychiatry, 
1(1955), 42-48. 

3 Stern, E. S., “Operation Sesame,” Lancet, i(1957), 
577-578. 
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system, the report states .. . “It appeared 
that the disuse of locked doors had an in- 
fluence on some of the patients in diminish- 
ing the desire to escape. It is indeed, a 
thing of common experience that the mere 
feeling of being locked in is sufficient to 
awaken a desire to escape... . In deter- 
mining the desirability of any kind of re- 
strictive discipline and supervision, it has 
to be considered, among other things, 
whether the irritation which it occasions 
may not render the danger of accidents from 
violent conduct greater than it would be if 
such discipline were not enforced. . . . The 
superintendent who really takes most pre- 
cautions against violence is not the man 
who applies the most complete restrictions 
upon liberty, but he who weighs the general 
result of different modes of treatment, and 
selects that which proves in practice most 
successful in decreasing the number of vio- 
lent acts.” 

These observations were made by the 
Commissioners for Scotland‘ in 1881, and 
are a clear indication that concern about 
the problem is by no means of recent origin, 
and the recognition of a close connection 
between restrictions and violence goes back 
to a much earlier period. In fact, the open- 
ing of mental hospital doors can be regarded 
as a logical extension of a policy which has 
characterized a great deal of the history 
and development of such hospitals. This 
was initiated by Pinel and Tuke when they 
removed chains from mental patients 
towards the close of the 18th century, and 
continued by Conolly and Gardiner Hill in 





4Tuke, D. H., Chapters in the History of the In- 
sane. London, Kegan Paul, Trench & Co., 1882, 
374-386. 

5 Folkard, M. S., “A Sociological Contribution to the 


Understanding of Aggression and Its Treatment in a 
Mental Hospital,” London, Ph.D. thesis, to be pub- 


lished. 
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their attempt to institute a system of “‘non- 
restraint” with the complete abolition of 
mechanical restraints. Each stage in the 
development of this policy has stimulated 
a controversy regarding the extent to which 
mental patients should be allowed to have 
liberty of movement, both in terms of in- 
dividual welfare, and in the interest of pro- 
tecting the community. 


UNLOCKING A FEMALE 
DISTURBED WARD 


The following account describes the changes 
which occurred in a disturbed ward with the 
opening of its doors, particularly the effects 
which this had upon the incidence of ag- 
gressive behavior. 

The patients on the female disturbed 
ward at Netherne Hospital were selected in 
the early part of 1955 as the subjects for a 
social investigation into the causes and treat- 
ment of aggressive behavior.® At this time 
the ward was a locked one, as this was con- 
sidered a necessary measure for the protec- 
tion both of the hospital and the general 
community. At the time of the follow-up 
study in 1956, however, within the context 
of changing views and policy regarding the 
care and management of these patients, it 
was felt by members of the hospital staff 
that the risk or danger had been over- 
estimated, and that the locked door in itself 
contributed to some of the difficulties and 
problems in looking after the patients. 
Most of the fifty patients had initially been 
sent to the ward because of aggressive or 
anti-social behavior, but it was felt that the 
restriction imposed by being locked in was 
for many of them a frustrating experience, 
and probably contributed to the mainte- 
nance of their aggressive behavior. 

From the beginning of 1955 the ward had 
been the scene of considerable social and 
administrative changes, the sum effect of 
which had appeared to reduce the frustra- 





tions and aggressive tensions among many 
of the patients. In particular, attempts 
had been made to find more work or occupa- 
tion for the patients within the hospital, 
and wherever possible outside the ward. 
The result of this was that by July 1956, 34 
of the 50 patients were employed off the 
ward, either in the occupational therapy 
department, in the hospital kitchen, in other 
wards, or in the gardens. The remainder 
of the patients performed some kind of ward 
work, with the exception of three patients 
who were more or less unoccupied. 

In addition to this, efforts were made to 
increase the number of patients who were 
given parole: in December 1954, 16 patients 
had either full or accompanied parole; in 
December 1955, 25 patients, and by July 
1956, 36 patients. By this time it would 
seem as though the locked ward had lost 
a good deal of its significance for a majority 
of the patients. It no longer symbolized 
in quite the same way their enforced deten- 
tion within the ward, for most of them could 
go out for a walk by themselves at any time 
merely by asking the nurse to open the door. 
As there is no wall or fence surrounding the 
hospital, which also has a public road run- 
ning across the middle of the estate, there 
is no effective way of limiting the distance 
which patients walk when they go out on 
parole. This policy of giving the patients 
progressively more freedom, and of provid- 
ing them with a full program of occupa- 
tional and recreational activities, was con- 
ceived in part as preparing the way for the 
greater freedom which would accompany 
the opening of the door. 

It was necessary as well to prepare the 
nurses for the opening of the door, for they 
had all been taught and led to expect that 
it was necessary to keep patients locked up, 
and one of their main functions in the past 
had been to prevent patients from escaping. 
The custodial attitudes of the nurses had 
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to be modified, and some measures taken 
to reassure them about the possible conse- 
quences of the action that was about to be 
taken, particularly by relieving them of 
responsibility for absconders. 

The problem was extensively discussed at 
the ward meetings with the nurses over a 
considerable period of time, and they were 
encouraged to express their views, and to 
make suggestions and criticisms. It was felt 
that it might be necessary to transfer to 
other wards several patients who were ac- 
tive absconders, but when the time came 
not even these patients were removed from 
the ward, and no patient was moved because 
of her aggressive behavior, or for any other 
reason. By the time the door was opened 
most of the nurses had become convinced 
of the desirability of this action, although 
a few of them were still somewhat anxious 
and apprehensive about it. 

As a final preparation, the ward doctor 
held a ward meeting of all the patients a few 
days prior to the door being opened, ex- 
plained to them what was going to happen, 
said that it was looked upon as an experi- 
ment, and appealed for their co-operation 
to ensure that it would be successful. 

One of the purposes of the social research 
was to evaluate the effect of this procedure, 
particularly upon the incidence of aggres- 
sive behavior. 

The data presented here relate to 45 
patients, of whom 31 were schizophrenics, 
five were epileptics, four were psychopaths, 
two were manic-depressives, and three were 
mental defectives. The average age was 
39.5 years, with a range of 19 to 65 years; 
and the average length of stay in the hospital 
was 8.4 years, with a range of one to 23 
years. 

The investigation extended over a period 
of 20 weeks, from April 29 to September 15, 
1956, and the ward was opened half way 
through, at the end of 10 weeks, so that 
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data are available for comparable time 
periods before and after the opening of the 
ward. 

Systematic records were kept of all in- 
cidents which occurred; these were defined 
as ‘“‘personal aggression” if directed at other 
individuals either in the form of verbal or 
physical attack, and as “impersonal aggres- 
sion” if directed at property either in the 
form of breaking, banging, or knocking 
things over. The technique of data-collec- 
tion is discussed elsewhere.® 


RESULTS 


In the “open” period compared with the 
“locked” period there was a reduction in 
the number of incidents from 249 to 193, 
and at the same time a reduction in the 
number of occasions when action was taken 
by the staff (sedation, electro-convulsive 
therapy, and putting the patient to bed) 
from 57 to 46. This overall comparison, 
however, obscures certain important dif- 
ferences in the weekly figures, as shown in 
the following table, for there had been a 
reduction in the number of incidents over 
the 10-week period when the ward was still 





6 Folkard, M. S., ibid. 


locked, from 144 during the farst five weeks 
to 105 during the second five weeks. 

This trend continued during the first five 
weeks after the door had been opened, when 
there was a further reduction to 76 incidents, 
although this included a slight increase 
from the third to the fourth week, when one 
of the two ward nursing sisters left the ward. 
During the second half of the open-door 
period, however, there was an increase in 
the number of incidents compared with 
the first half, from 76 to 117. This increase 
occurred during the last two weeks of the 
period, when the second nursing sister was 
on holiday, so that at this time both of the 
regular ward sisters were absent from the 
ward. The greater disturbance on the ward 
is further reflected in a considerable increase 
in measures used by the staff during these 
two weeks, when 32 positive measures were 
taken, compared with only one during the 
previous two weeks. It would seem that this 
increase in the number of incidents was 
directly related to changes in the staff situa- 
tion, and that the increase in the amount 
of “treatment” reflected the anxieties of the 
new nurses who were in charge of the ward 
when confronted with an increase in ward 
disturbance. 


Aggressive incidents on a female disturbed ward 





WARD DOOR LOCKED 


WARD DOOR OPEN 








Period 
I Il 


Period 


Total 
IIe lV 


Total Period Period 
I¢ll Ul IV 





Number of incidents 144 105 
Action taken 
Put to bed 15 10 
Sedation 12 15 
E.C.T. 3 - 
Total 30 27 


249 76 117 193 


25 21 26 
27 12 16 
5 4 4 


57 37 46 





Note: Periods I, II, III and IV were consecutive time periods, each of five weeks’ duration. The ward door 


was unlocked half-way through the investigation. 
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The evidence would seem to suggest that 
the unlocking of the door was, in fact, one 
factor in helping to reduce the amount of 
aggression on the ward, but that this by 
itself is not a complete solution to the prob- 
lem. Even when the ward is open, other 
events, such as changes among the nurses 
on the ward, can produce an increase in 
the amount of disturbance, possibly greater 
than that which existed before the doors 
were unlocked. 

Apart from the last two weeks, and the 
circumstances associated with them, the 
open door period was not accompanied by 
an increase in the use of “treatment,” but 
by fewer incidents and less “treatment.” 

There was not an increase in the number 
of patients who absconded, for although the 
amount of supervision appeared to be about 
the same, there were only three patients who 
absconded during the open door period, 
compared with four patients during the 10 
weeks before the ward was opened. None 
of these patients constituted a problem with 
regard to aggressive behavior. 


IMPLICATIONS FOR HOSPITAL 
POLICY AND MANAGEMENT 


Preconditions of the open-door system. 
There is fairly general agreement, even 
among those who operate the open-door 
hospitals, that all of the wards cannot be 
opened without any preparation or further 
action. The success of such a scheme de- 
pends in large part upon the implementa- 
tion of a full program of occupational and 
recreational activities, and by an attempt 
to meet the varied needs of the patients as 
adequately as possible. It depends also 
upon having an adequate number of nurses 
on the ward who are in sympathy with the 
hospital policy, and who do not regard 
their role as being purely custodial. Where 
the scheme has been most successful it has 
consisted not in suddenly opening all of 
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the wards at the same time, but in the pro- 
gressive opening of one ward at a time, so 
that patients and staff gradually came to 
accept the idea, and even to suggest and 
initiate the next step themselves. 

Some practical difficulties. The develop- 
ment of these pre-conditions in many hos- 
pitals is limited at present by the problem 
of overcrowding, the shortage of nurses, and 
inadequate resources of various kinds. 
There is considerable difficulty in control- 
ling the aggressive psychopathic type of 
patient under a permissive regime, and 
some hospitals seem to possess more of 
these than do other hospitals. Perhaps the 
open-door hospital can only function as 
such while there exist other hospitals with 
locked wards to which these patients can 
be sent. 

The success of the open-door hospital de- 
pends in large measure also on the extent 
to which it is accepted by the general public, 
and this acceptance will exist only so far 
as they do not perceive it as a threat to 
their safety. When some act of violence is 
committed as a result of a patient abscond- 
ing, there are usually demands for the in- 
troduction of stronger security measures. 

Staff attitudes and expectations. The at- 
titudes and expectations of the staff who 
look after the patients are of importance in 
understanding how aggressive behavior is 
dealt with, and in evaluating the effects of 
any social action that is taken. The be- 
havior of the staff may be based upon false 
assumptions of one kind or another, and 
these may lead to unrealistic expectations. 

Firstly, there is the possibility of over- 
simplification; there may be an attempt to 
find a single cause to which there will be a 
single remedy. For instance, it may be sug- 
gested that aggression is the result of frustra- 
tion due to locked doors, and that aggression 
will, therefore, disappear when the doors 
Such a type of explanation 


159 


are opened. 





may be applicable to many forms of physical 
illness, but hardly seems adequate when 
dealing with complex behavioral prob- 
lems. 

Oversimplification may also take the form 
of stereotyped attitudes. In the past there 
was a fairly widespread belief that all 
mental patients were potentially violent 
and dangerous, and should always be locked 
up. There have been considerable changes 
in attitudes towards the problem, and fewer 
people would now express such an extreme 
viewpoint. There is a tendency in some 
instances for the emergence of the opposite 
stereotype, that no mental patient is sufh- 
ciently dangerous ever to require locking up. 

This problem seems related to that of the 
possibility of confusing actual conditions 
with ideal conditions, so that under a strong 
motivation to improve a situation and pro- 
duce results, certain problems may be dis- 
cussed as though the goal had already been 
accomplished. A doctor who is personally 
involved in the success of a therapeutic pro- 
gram may, through selective perception, 
have an impression of greater progress than 
has in fact occurred. 

This situation may be in part brought 
about by his confronting the ward staff with 
unrealistic expectations and demands, and 
they, by a similar process of involvement, 
or from other motives, will produce the ap- 
pearance of success. If theie is strong pres- 
sure against the use of seclusion, this meas- 
ure may be used in certain difficult situations 
without the fact being officially recorded. 
Likewise, the open door may be occasionally 
locked, or perhaps only opened during cer- 
tain periods of the day when the most 
difficult patients are employed in other de- 
partments off the ward. The patients may 





7 Scott, D., “Chronic Mental Patients’ Reaction to 
Opening Their Ward,” American Journal of Psy- 
chiatry, 113(1956), 336. 
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be restrained by closer supervision and 
stricter discipline, and their freedom of 
movement may be restricted by not granting 
them parole; the sight of an open door 
through which he is not allowed to pass 
may be more frustrating for a patient than 
a locked one. 

This last point raises the problem of try- 
ing to understand the meaning and signifi- 
cance of the locked door from the patients’ 
point of view. In a survey of the reactions 
of 35 women patients in an American men- 
tal hospital’ some three weeks after their 
ward had been opened, 20 subjects said that 
they had not noticed any change. When 
asked specifically whether or not they liked 
the open ward, 22 of the patients replied 
that they liked the change, nine of them said 
they preferred a locked ward, and four ex- 
pressed indifference. No patient mentioned 
any connection between the change and her 
chances of going home. The author tenta- 
tively concluded that many mental patients 
may be expected to react negatively or 
apathetically to the opening of their ward, 
and that, in general, chronic psychotic pa- 
tients tend to view freedom with considera- 
ble difference from the way well people 
view it. 

These observations suggest the need for 
more systematic research which is geared to 
the problem of establishing facts and testing 
hypotheses rather than to proving of creeds. 

The significance of the locked door as a 
cause of aggression and as a mechanism of 
control. There is evidence to show that 
many forms of restraint and restriction, al- 
though initially designed to prevent or 
limit the effects of aggressive behavior, to 
some degree help to cause the very be- 
havior which they were intended to pre- 
vent. A locked door, in so far as it limits 
the freedom of movement of the patients, 
may be a source of frustration, and con- 
tribute to the development of aggressive 





tensions, This may be mitigated for many 
patients, however, by the granting of parole. 
Moreover, some patients tend to view the 
locked door not as a form of restraint, but 
as a means of keeping their persecutors out 
of the ward, and therefore as a form of 
defense and protection. 

The research at Netherne Hospital § has 
shown that aggression may arise from many 
causes, including various forms of social 
interaction with other patients and with 
members of the staff. Such sources of ag- 
gression are not likely to be eliminated by 
the opening of doors. 

There are also various mechanisms of 
control of which the locked door is only 
one. These include the use of strict disci- 
pline, the withholding of parole, and the 
withdrawal of “privileges,” and we cannot 
say which of these constitutes the most frus- 
trating experience for patients. 

It is socially necessary that members of 
any society or community, including those 
of a mental hospital, should show a mini- 
mum conformity to the norms of that com- 
munity, and some procedures must be em- 
ployed to ensure adequate regulation of 
behavior. The problem arises whether 
deviant behavior can be controlled by posi- 
tive measures, such as by more adequate 
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fulfillment of individual needs, the removal 
of sources of frustration and restraint, the 
giving of rewards for conforming behavior, 
or by attempting to develop mechanisms of 
self-control. The development of such 
measures in the past has been accompanied 
by a considerable degree of success, but it 
has not completely solved the problem of 
the social deviant who disregards rules and 
regulations, and who by aggressive. be- 
havior inflicts injury upon other members 
of the community. 

Mental hospitals have made considerable 
progress in their development from custodial 
to therapeutic institutions, but there is the 
need for further development of hospital 
policy, aided by objective research, which 
will meet both the public’s demand for 
protection, and the right of the patient to 
that amount of freedom which is most con- 
ducive to his recovery and welfare. 
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JOHN V. ALBRIGHT 


Religion in a 


psychiatric setting 


A great deal has been said in the last genera- 
tion about the relationship of religion and 
psychiatry. We are generally agreed now 
that there can be cooperation between these 
fields or, rather, cooperation within the field 
of human relations where the psychiatrist 
and minister meet. We have passed that 
stage when the majority of ministers felt 
that the psychiatrist had to be an atheist 
and when the psychiatrist looked at religion 
as a collective neurosis. 

For 30 years now the chaplain has been on 
the mental hospital scene. His acceptance 
there has done a great deal toward bringing 
an appreciation of the religious into the 
psychiatric community and an understand- 
ing of the values of psychiatry into the ex- 





Mr. Albright is the chaplain at Arkansas State Hos- 
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perience of the church. However, our 
tendency is to compliment ourselves on our 
ability to tolerate each other to the neglect 
of looking below the surface to examine our 
relationship for the purpose of analyzing 
our latent hostile feelings in order to find 
those areas where we might increase our 
team efforts for the good of the patient. 

To the end that this philosophical and 
functional understanding might ultimately 
be achieved among the various disciplines 
of a psychiatric community, this paper will 
attempt to present one understanding of the 
place of religion in a psychiatric community. 
To do this, we shall first sketch briefly the 
background for a religious ministry in the 
Protestant Christian faith. Then we shall 
try to differentiate between the “religious” 
and the “psychiatric” and finally discuss the 
role of the chaplain. 





THE CLINICAL TRAINING 
MOVEMENT 


Christian faith in time runs concurrent with 
our calendar, getting its impetus historically 
from Jesus, a man of Palestine who was 
known as a healer and teacher and prophet. 
This man became known as the Christ and 
thus became the theological impetus of the 
church. All this you know, but it is men- 
tioned to bring to you the fact that in the 
beginning there was a healing ministry, 
that among other things Jesus was known 
as a healer. 

Now there came times in the history of 
the church when it opposed the healing arts, 
especially those studies that would bring 
about knowledge of the human being and 
therefore the ability to heal him better. 
Probably at no point in medicine did the 
church thwart the forward movement as 
much as in the area of mental illness. The 
church could understand physical illness, 
but mental illness was so closely tied to 
the provinces of ethics that the church 
fought against conceding that this area 
might benefit from any study other than 
that of theology. We shall not say that the 
church did nothing in the area of mental 
health until the late 1920’s and early 30's, 
but the development of understanding of 
the problems of mental health and mental 
illness really came to focus in the Protestant 
churches around 1930 in the person of 
Anton Boisen. 

Dr. Boisen had his first psychotic break 
and was placed in an institution shortly 
after World War I. He wrestled with the 
problem of mental illness in the hospital 
and won the first fall. On his discharge he 
felt that his experience in the hospital might 
have been less painful and his recovery 
obtained sooner if he had had mature reli- 
gious guidance. Being an ordained minister 
himself, he decided to see what he could 
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do about the matter. He took graduate 
study in the field of psychology and with the 
encouragement of Dr. Richard C. Cabot, 
became the first full-time chaplain on a 
hospital staff. From that day to this he has 
been the leader in the field of pastoral care 
to the mentally ill. He is now retired, but 
still serves as consultant to the chaplain’s 
department of Elgin State Hospital in 
Illinois. 

This concern for pastoral care has been 
called the clinical training movement and 
is now being incorporated in the curriculum 
of many of our seminaries. There are now 
a number of training and accrediting groups 
in this field, but the primary ones have 
begun a cross-accrediting agency known as 
the National Conference for Clinical Pas- 
toral Education. Training groups belong- 
ing to this agency are the Council for 
Clinical Training, founded by Boisen, the 
Institute for Pastoral Care founded by his 
friend Dr. Cabot, the Lutheran Advisory 
Board and the Southern Baptist Association 
for Clinical Pastoral Education. 


WHAT IS RELIGIOUS AND 
WHAT IS PSYCHIATRIC? 


It is not possible to make a complete dichot- 
omy between what is religious as opposed 
to what is psychiatric. However, the matter 
is worthy of consideration. Let us get into 
this discussion from a negative aspect by 
pointing out some of the referrals the chap- 
lain is likely to receive which indicate that 
the idea other people have of what is reli- 
gious and what is psychiatric is at variance 
with the purpose of a chaplain’s department. 

The referral made on the basis of getting 
the patient out of one’s hair is not uncom- 
mon. Frequently there is the patient who 
demands to be allowed to make a telephone 
call. The demand is refused. He demands 
to see the doctor. The doctor has already 
seen him or is not available. He demands 
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to see a nurse, and the nurse is occupied 
giving shots. In each of these situations the 
aide does not hesitate to say no to the pa- 
tient, but perhaps he does hestiate to tell 
the patient why he is saying no—that is, that 
the patient is being too demanding. The 
patient then asks to see the chaplain, and 
the chaplain is automatically called. An 
overdemanding patient is no more a reli- 
gious problem than a psychiatric problem. 

Frequently a referral comes to the chap- 
lain’s office with a comment from the person 
referring that “I think the patient needs to 
ask for forgiveness.” ‘The patient may well 
need religious guidance, but at this point 
the only person accepting religious guidance 
is the person making the referral and he is 
accepting it only for another. The chap- 


lain’s effort in this type of referral is usually 
wasted. 
At times the chaplain is called in to rein- 


force the limits someone else on the staff 
has set—almost as if it became a matter of 
religion when help was needed to “bring 
a patient into line.” This is not fair to 
the chaplain. 

It is not necessarily a matter of religious 
concern (although this kind of referral is 
frequently accepted) when a patient is ob- 
sessed with the idea that he has the ability 
to heal or states that he is God or the Christ 
or that he has a world mission. This is the 
psychiatric problem of a deep-rooted delu- 
sional system and does not differ qualita- 
tively or quantitatively from other delu- 
sional systems or obsessional ideas. When 
accepting this kind of referral, the chaplain 
and the psychiatrist should be agreed that 
the best that can be expected is that the 





1 Lief, Alfred (ed.), The Commonsense Psychiatry of 
Dr. Adolph Meyer. New York, McGraw-Hill Book 
Co., 1958, 524. 

2 Oates, Wayne E., The Religious Dimensions of 


Personality. New York, Association Press, 1957. 
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religious ideation will be dealt with in such 
a way that its psychiatric meaning can be 
explored—the religious worker, like any 
other worker on the team, will not be able 
to argue the patient out of his delusion. 

At this point this paper is squarely op- 
posed to the idea expressed by Adolph 
Meyer when he said: “Here we find two 
main routes: the interest of the minister is 
largely one of guidance from above; ours is 
largely attention to guidance from the roots, 
but by no means exclusively so.” 4 

We believe as Dr. Wayne Oates? said 
with the title of his book that there are 
religious dimensions of personality, but this 
does not call for a double approach because 
of a division into the spiritual person, that 
guided “from above,” and the natural per- 
son, that guided from the “roots.” The 
psychiatrist, the social worker, the psychol- 
ogist, the other disciplines and the chaplain 
see the same person and we see him in 
similar circumstances. 

What, then, are some of the areas of life 
in which religious counseling is appro- 
priate? 

When one deals with the religious needs 
of the patient, his primary concerns are 
freedom in the light of that which is deter- 
mined, value in the midst of any disvalue, 
and fellowship in the experience of one 
who is out of relationship to others either 
because he has constructed his own world 
or has been rejected in the world of people. 
Each one of these—freedom, value and fel- 
lowship—needs a chapter written about it, 
but let us state that there is an element of 
determinism and an element of freedom in 
every man. The element of determinism 
is expressed in his instincts, drives, capaci- 
ties, abilities and station or place in life. 
These might constitute, percentage-wise, 
99%, of his present circumstance, but if there 
is 1% of freedom within the individual, 
then there is something for us to work with. 





Values are crucial, for part of what a 
patient brings into the hospital is his in- 
ability to cope with that which seeks to 
destroy the things he holds valuable. Our 
purpose is not to try to convince him that 
his values are not threatened but to work 
with his values that he might yet achieve, as 
Viktor Frankl states in his book The Doctor 
and the Soul: “. . . the greatness of a life 
can be measured by the greatness of a 
moment: the height of a mountain range is 
not given by the height of some valley, but 
by the tallest peak. In life, too, the peaks 
decide the meaningfulness of the life, and a 
single moment can retroactively flood an 
entire life with meaning.” § 

That is one of the bases of a religious 
philosophy of counseling—that we counsel 
not to see how sick the patient is or to delve 
too deeply into the soreness in the per- 
sonality. But having some idea of where 
these areas of soreness are, we can help the 
patient to see the values that have not yet 
been used and the values which, only par- 
tially destroyed, can be preserved 

Relatedness is one of the primary diffi- 
culties in mental illness. The mental pa- 
tient’s inability to communicate with peo- 
ple to relate to them and to feel accepted 
by them is a basic problem. Religion 
promises him a relatedness to a minister to 
whom he can communicate and who will 
accept him with a promise that, though he 
himself can help only to a limited extent, 
he is sent by One who has greater under- 
standing and who is more willing to relate, 
to accept and to communicate. 

The implications of these principles can 
best be brought out if we spend some time 
discussing religion in a psychiatric setting. 


RELIGION IN A PSYCHIATRIC 
COMMUNITY—THE CHAPLAIN 


As we speak more specifically about the role 
of religion in the hospital, primarily the role 
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of the chaplain, we find it easily divided into 
three sections: the chaplain as a minister, 
the chaplain as a therapist and the chaplain 
as a member of the therapeutic team. 

As a minister the chaplain does those 
things that any minister does but with a 
keen eye to their psychiatric implications. 
Let us list some of the activities of the 
minister. 


@ Chapel services: These are not organized 
for the purpose of arousing the emotions of 
the patient, but to bring him into a rela- 
tionship which will help him deal con- 
structively with the problems he has to face. 
Responsive reading and hymn singing help 
him to relate to other people. The bulletin 
and the hymn book give him a grip on 
something real, and references to them are 
reality orienting. The reading of the Bible 
brings him into contact with the best that 
has been said about God’s relationship to 
people. 


@ Hymn singing: A minister might have a 
song service on a ward. A certain ward 
would be selected because of the patients’ 
need, and not simply to satisfy the minister’s 
desire for a song service. This means he 
might go to the geriatric ward where ser- 
monic exhortations would be largely lost 
on the patients but where the singing of 
the old songs of the church would give them 
the rhythmic stimulation of music and prob- 
ably bring to the surface some of the more 
positive experiences these elderly people had 
in an earlier period of life. The minister 
should be careful to pay attention to the 
types of songs that are requested to see where 
the concerns of these people lie, so that in 
person-to-person conversation with them he 
can deal with their problem areas and speak 





8 Frankl, Viktor E., The Doctor and the Soul. New 
York, Alfred A. Knopf, 1955, 49. 
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affirmatively in a way that will give them 
help. 


@ Bible reading is a ministerial instrument, 
and a Bible reading group can help a min- 
ister know some of the concerns of the pa- 
tients of the hospital. All the concerns of 
life we meet today in America or their 
equivalents have been experienced by peo- 
ple before, and suggestions for handling 
them have been recorded in the Bible. It 
becomes important to the minister then 
to know why the person chooses to read 
about the woman at the well, the story of a 
woman caught in adultery, of the rich young 
ruler or many other of the great stories of 
the Bible. These can be directly related to 
the emotional problems the patient feels. 


@ The minister is in a very convenient posi- 
tion to talk to the relatives of the patient 
and does so because their attitudes are going 
to play an important factor in the patient’s 
recovery, return and stay at home. 


@ The minister does pastoral visiting, and 
in the hospital this means that ward rounds 
need to be made. There are those who have 
done well and then slipped back; there are 
those who have been bereaved, or have had 
physical illnesses. The chaplain finds out 
about these, and ministers to them through 
pastoral visiting. 


@ Of course, it is obvious that the minister 
would coordinate religious activities. Some- 
body has to be in charge to see that these 
things are done in such a way that they 
will help the therapy program of the hos- 
pital. 


@ The minister meets the community 
through the churches—preaching there, 





4 [bid., 274. 
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talking to men’s and ladies’ groups, teaching 
special courses in the church—to help in- 
terpret to the community what the psy- 
chiatric patient means to the community as 
a whole. 

These things are done by the chaplain 
not only because they are therapeutic but 
also because he believes them to be valuable 
in themselves as religious acts. 


THE CHAPLAIN AS A THERAPIST 


It has already been mentioned that the 
chaplain approaches his ministerial func- 
tions in a way that will be therapeutic; but 
beyond this he does individual therapy with 
patients. We earlier indicated that such 
counseling should not, by and large, be 
depth therapy or analytic therapy, but this 
is not to say that the minister needs to be 
tied to any particular school of psycho- 
therapy, such as the Rogerian school, or be 
a follower of Russell L. Dicks, Carroll A. 
Wise or any other well-known counselor in 
the religious field. Frankl has said: “All 
psychotherapy is ultimately something of an 
art. There is always an irrational element 
in psychotherapy. The doctor’s artistic in- 
tuition and sensitivity is of considerable im- 
portance. The patient, too, brings an irra- 
tional element into the relationship: his 
individuality . . . That is to say, it is 
questionable whether there can ever be 
“the” correct psychotherapy. Is there not 
rather “a” correct psychotherapy practiced 
by a particular doctor upon a particular pa- 
tient? At any rate, psychotherapy resembles 
an equation with two unknowns—corre- 
sponding to the twin irrational factors.” ¢ 
In that sense the chaplain’s counseling de- 
pends upon what kind of person he is, what 
kind of patient he is dealing with and what 
the presenting problem is. However, it can 
generally be agreed there is not too much 
sense in trying to argue with people or to 
condemn them or to reject them and at 





the same time feel that one is going to 
counsel with them. Again quoting Frankl: 
“To disregard this is to resemble the drunk- 
ard who was urged to quit drinking. ‘It is 
already too late,’ he replied. ‘But it is never 
too late,’ he was told. ‘In that case, I can 
quit some other time.’ ” © 


THE CHAPEAIN AS A TEAM-MEMBER 
Within this framework then there are also 
times when a referral to the religious worker 
is in order, and the chaplain will welcome 
the chance to team with the psychiatric 
worker: 


@ Whenever a patient comes to the hospital 
having had a strong relationship to a church, 
the chaplain will want to reinforce that feel- 
ing of relatedness. 


@ When a patient’s progress in therapy 
seems stymied because he feels that his re- 


ligious values are being challenged, the 
chaplain may be able to help him protect 
his real values and at the same time continue 
in therapy. 


@ If a patient comes to that point in ther- 
apy where the therapist feels the patient is 
dealing with religious matters that are be- 
yond the scope of the therapy hour, he may 
want to have the chaplain consult with him. 


@ Certainly, if the patient wants to see his 
pastor or wants to take part in outside re- 
ligious activities, the chaplain should be 
helpful in determining whether or not this 
is wise. 


@ In some cases the chaplain can be helpful 
when a patient is extremely hostile toward 
religion. This often means that some min- 
ister or church group has deeply hurt the 
patient. An understanding minister might 
be able to help the patient work through 
these feelings. 
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As a member of the team, the chaplain 
has some common concerns with other mem- 
bers. He can help in diagnosis, although he 
is not a diagnostician, in that he can visit 
the patient early in that patient’s hospital- 
ization, get the feelings the patient has 
about being admitted to the hospital, learn 
what his religious experiences have been and 
at times relate this to an understanding of 
personality in such a way that it can be 
helpful to the doctor in arriving at a diag- 
nosis. It would be rare indeed, though, for 
the chaplain to come with the material that 
would be the primary basis on which a 
diagnosis is made; certainly this is true if 
a proper psychiatric, social and psycho- 
logical work-up is done; but the chaplain 
can contribute his part in an attempt to see 
the total person. 

The chaplain has a place on the team in 
the area of treatment. There are times when 
pastoral counseling is indicated and might 
be the primary treatment given to a patient 
in the hospital. However, the chaplain 
ordinarily finds his role in treatment to be 
similar to that of the other disciplines, in 
that he, as a part of the milieu, will relate 
to a given patient as other people relate to 
that patient. How absolutely frustrating it 
would be for the aides, doctors, psychologists 
and social workers to approach a patient 
with kind firmness for the purpose of treat- 
ing an illness, and have the minister come 
along with sweetness and light, undoing 
all that had been done. 

Moreover, the chaplain will have to go 
along with the prescribed treatment whether 
he agrees with that treatment or not. If in 
the diagnostic staff the chaplain disagrees 
with the treatment program prescribed and 
is outvoted, he is still obligated to go along 
with the treatment program. The reason 
for this is well illustrated in the book by 





5 Ibid., 90. 





Stanton and Schwartz, The Mental Hos- 
pital,® when they state: “The most striking 
finding was that pathologically excited pa- 
tients were quite regularly the subjects of 
secret, affectively important staff disagree- 
ment; and, equally regularly, their excite- 
ment terminated, usually abruptly, when 
the staff members were brought to discuss 
seriously their points of disagreement with 
each other.” 

The chaplain is a member of the team in 
terms of referral. In our relationships with 
patients there are times when they ask us 
to deal with material which can best be 
dealt with by another member of the thera- 
peutic team. The chaplain ought to be 
aware of what the other disciplines are doing 
so that he can intelligently refer patients to 
the proper person when referral is indicated. 





6 Stanton, Alfred H. and Morris S. Schwartz, The 
Mental Hospital. New York, Basic Books, 1954, 345. 


SUMMARY 


It is the thesis of this paper that while the 
psychiatric worker and the religious worker 
have agreed that they have many areas of 
common concern, each often finds himself 
working without a clear conception of what 
the other is trying to do. Therefore, there 
is given a brief description of how the reli- 
gious worker came to be found in the psy- 
chiatric setting, with a discussion of some 
ways that he ought not to be used and some 
ways in which he could be useful to the 
therapeutic program and remain first and 
foremost a religious worker. 

We have not hoped that our statement 
would be the final word in this matter, but 
rather that we might stimulate others to 
consider this too little understood area of 
human relationships—the relation between 
religion and psychiatry. 








PETER E. SIFNEOS, M.D. 


From January 1953 to June 1955, 108 indi- 
viduals were seen by the author of this 
paper at the Human Relations Service of 
Wellesley, Mass., a mental health agency in 
an upper-middle class Boston suburb. Al- 
though this may be a very small percentage 
of the millions of people who at times of 
stress seek professional help, it may be large 
enough to be typical of the emotional con- 
flicts and reactions to hazardous situations 
of ordinary human beings in a state of 
emotional crisis. 


GENERAL FINDINGS 


Of the 108 that were seen, 84 were women 
and 24 were men, a ratio of 4 to 1. Ninety- 
five were married; 13 were not (10 were 
single, 2 divorced, 1 widowed). Most of 
them were young. Seventy percent ranged 
in age from 20 to 50 years and 20% were in 
their teens. Of the remaining six, four 
were in their 50s and the other two were 61 


A concept of 
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and 67 years old. Protestants outnumbered 
Catholics by 3 to 1. Twenty-five belonged 
to family units in which at least two other 
members of the family were interviewed. 

They were referred to the agency from 
various sources. School teachers referred 
24, private physicians 16, the nursing 
school of a nearby hospital referred 8, 
clergymen 6, a local family agency 2; 52 
were self-referred. 

From the many reasons that were given 
for coming to a mental health agency and 
seeking help, the presenting complaint usu- 
ally did not reflect the true hazards faced 
at the time. It was, if anything, some sort 
of excuse or justification for their visit. 





Dr. Sifneos directs the psychiatric clinic at Massa- 
chusetts General Hospital and is an associate in the 
department of psychiatry of Harvard Medical School. 
This paper continues the line of thinking presented 
in his “Preventive Psychiatric Work with Mothers,” 
which appeared in the April 1959 issue of Mental 
Hygiene. 
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Some even mentioned that they had come 
only to please the referring physician or 
teacher; yet it was obvious that they had 
problems. Here are some of these com- 
plaints: “The school principal says my 
daughter should get better grades.” “My 
nephew is insane. Would it help if he 
visited this agency?” “My son cries and 
is unwilling to go to school.” “My hus- 
band cannot get along with my youngest 
boy.” “My clergyman thinks I should 
consult you about my daughter’s rebel- 
lious behavior.” 

Anxiety feelings about some of these 
complaints were usually minimized initi- 
ally, but there soon followed the admission 
that such feelings existed in addition to 
“fear and nervousness” and that their at- 
tempts to deal with them had been unsuc- 


cessful. Some visitors on the other hand 


admitted right away anxieties about the be- 


havior of another member of their family: 
“I am upset about my four-year-old boy’s 
thumb-sucking.” “I fear that my son is 
ready to run away from home. What shall 
I do?” 

Other individuals openly worried about 
themselves. “I feel that the top of my head 
is going to fly off.” “I wonder why my 
hands always shake when I go out on a 
date.” “I feel at times that life is not 
worthwhile.” “I am worried about the 
failures of my three previous marriages. I 
am getting married for the fourth time in 
another week.” 

The environmental, hazardous situations 
that gave rise to painful emotions of fear 
and anxiety in these individuals were the 
loss of a member of the family by separa- 
tion, illness or death; the disturbed behavior 
(excessively passive or aggressive) of a mem- 
ber of the family, usually a child; a disabling 
physical or mental illness of another mem- 
ber of the family; a new arrival in the 
family orbit (such as a birth, the return of 
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a son after service in the armed forces); a 
change in civil status (marriage); moving 
into a new community; a change in roles 
forced upon an individual by changes af- 
fecting another member of the family; a 
new job, retirement or unemployment; en- 
tering college, professional school, or even 
kindergarten; and isolation of the family 
from the community. 

There were also anxieties associated with 
changes in the individual himself, such as 
physical illness, incapacitating injury, pub- 
erty, climacterium, pregnancy or the onset 
of mental illness. 

It was usually apparent that within the re- 
cent past some event had taken place which 
acted as a precipitating factor and which 
seemed to bring the anxiety into the open 
from its somewhat dormant state, thus mo- 
tivating the individual to visit the mental 
health agency. For example, a talk with a 
general practitioner acted as the precipitat- 
ing factor in more than 50 people (although 
only 16 were directly referred by their doc- 
tor). Interviews with a teacher were pre- 
cipitating factors in many cases. Visits to 
clergymen, lawyers, nurses, job supervisors, 
or even a talk with a policeman or a friend 
turned out to be precipitating factors. 
Sometimes the individual’s interview at the 
mental health agency also acted as a pre- 
cipitating factor for getting another member 
of the family to visit the agency. This hap- 
pened in 17 cases. A visit to a private psy- 
chiatrist or social worker, impending ex- 
aminations at school, physical examinations, 
fights with a relative, new jobs, admission 
to or discharge from a hospital, meetings of 
the League of Women Voters or Parent- 
Teachers meetings, engagements, trips to 
Europe, the possibility of a child’s expulsion 
from school—all acted as precipitating fac- 
tors. 

Anxiety seemed to be the main motivat- 
ing force and the hope of relief from anxi- 





ety the reason why these individuals came 
to the Human Relations Service. The de- 
fense mechanisms used in the attempt to 
handle anxiety varied according to the per- 
sonality of the individuals. The need to 
call on additional defense mechanisms be- 
came apparent when the anxiety could not 
be properly handled and the awareness of 
this painful emotion became intensified. 
They were then in a state of emotional 
crisis. 

The following cases illustrate the hazard- 
ous situations, anxieties, emotional crises 
and attempts to cope with them. 


CASE #1 


A 35-year-old man came to the Human 
Relations Service because his wife had de- 
cided to see a psychiatrist following a talk 
with her minister. The wife, an emotion- 
ally disturbed woman, had no friends, was 


suspicious of people and drank excessively. 
She was two years his senior. Her mother, 
an alcoholic, had burned to death while 


drunk. Her father had left the family 
when she was two years old. Her brother 
was in prison for theft. 

This man had met his wife at a bar 
where she worked as a waitress, had been 
attracted to her and excited by the idea of 
“saving her’ from her “terrible life.” After 
their marriage despite his wife’s “peculiari- 
ties,” he was supportive and never antag- 
onized her. He never complained about her 
inability to discipline the children, nor 
about the sloppiness of their home. He was 
understanding of her temper tantrums even 
at times when he had to sit up all night 
listening to a tirade of complaints. In the 
evenings after he returned from work 
he cooked a meal and then fed, bathed and 
put their two children to bed. He derived 
much satisfaction from being his wife's 
“savior,” “the main pillar of support of the 
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whole family.” The news that his wife 
planned to see a psychiatrist made him 
realize that his family life could be altered, 
and he felt annoyed at the minister who 
recommended psychotherapy to her. 

It was apparent that living with an emo- 
tionally disturbed woman for 10 years was 
not the problem for this man. The haz- 
ardous situation that threatened him was 
the possibility that his wife would get well. 
This became clear in the first interview. He 
decided he did not want to return for a 
second visit. 

The more his wife improved, the more 
upset and tense he became. On one occa- 
sion when she told him that her psychiatrist 
had become her “main support,” he became 
angry. He realized that he was unable to 
cope with the situation but did not know 
what to do. When his attempts to persuade 
his wife to stop seeing the psychiatrist failed, 
he became panicky. Having been unsuccess- 
ful in seeing the psychiatrist himself, he 
became depressed and stopped working, but 
returned to the agency for help. 

Over a period of three months he was 
seen six times. An attempt was made to 
help him reverse his regressive behavior. 
By the end of that time his depression had 
improved and he was able to accept, as a 
fait accompli, his wife’s new role as a 
mother. He was also able to canalize his 
abilities in other directions, and to return 
to work. He joined a political club and 
quickly became actively engaged in all its 
activities. —TTwo months later he was elected 
vice-president and was able to get both 
financial support and many new members. 
He felt better and proudly talked of his be- 
ing the “pillar of support” for his club. 

It seems that this man developed 
anxiety and became angry at the time of a 
hazardous environmental situation. Un- 
able to deal with it, he grew more anxious. 
He was in a state of emotional crisis. Still 


171 





not able to cope with it, he became de- 
pressed. The failure to see his wife’s psy- 
chiatrist acted as a precipitating factor that 
brought him back to the agency. 

His attempts to cope with all this by re- 
gressing failed. The introjection of his 
hostile feelings, being a maladaptive reac- 
tion, gave rise to the symptoms of depres- 
sion, during which time he described him- 
self as being discouraged, feeling tired and 
guilty. These reactions (regression and in- 
trojection) as well as the resulting symptom 
of depression, isolated this man from the 
outside world—he stayed at home and did 
not work. His temporary incapacitation, 
and the use of the agency for his support, 
helped him mobilize all his resources to 
face this emotionally critical situation. It 
is of interest that such a seemingly patho- 
logical reaction from the clinical point of 
view enabled an individual to overcome his 


difficutlies and helped him return rapidly 
to a state of emotional equilibrium. 


CASE #2 


A 23-year-old law student developed tuber- 
culosis and had to give up law school for a 
period of two years. After his discharge 
from the hospital he decided to take a trip 
to Europe by himself before returning to 
school. His mother objected to this because 
she worried about his health. She was over- 
protective, warned him not to get caught 
in drafts, and wanted him to stay in bed. 
He became upset by his mother’s over- 
protectiveness. When she failed in her at- 
tempts to persuade him not to go to Europe, 
she tried to plan the whole trip for him. 
He reacted to this by being bewildered at 
first and anxious, then angry at the 
whole situation. Two years of being de- 
pendent lying in bed had been enough 
for him; he now wanted to be on his own. 
He talked to a good friend of his mother’s 
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who suggested the Human Relations Serv- 
ice. 

The night before coming for his first 
visit he quarreled with his mother about his 
girl friend, having mentioned to her the 
possibility of marriage. His mother became 
upset, started to cry, and said that no woman 
was going to “take her son away from her 
after two years of separation.” Furious, he 
thought of packing and leaving home, but 
changed his mind. The next morning he 
came for help. 

Talking about his difficulties he could 
quickly see that his overactivity was a reac- 
tion to his mother’s overprotectiveness. Yet 
he also could see how he did wish to depend 
on her. He went back to talk again with 
his mother. He returned the next week 
saying that they had reached a compromise. 
He was to postpone his marriage to his girl 
for some time. He was to go to Europe, 
spend a month in a small town, which is 
what he wanted to do, and another month 
following his mother’s plan. He said he 
understood better his mother’s need to be 
overprotective after a long separation. He 
also felt that there was no need on his part 
to deny with such vehemence his long- 
standing dependence on his mother. A 
modus vivendi was found. 

This case shows how a well-integrated 
person felt threatened and used flight as a 
reaction against anxiety arising from a de- 
pendent relationship. In one interview he 
was able to gain enough insight, reach a 
satisfactory compromise and keep intact his 
good relationship with his mother. | 


CASE #3 


A 52-year-old married woman came to the 
Human Relations Service complaining of 
being “at the end of her rope.” She said 
that throughout 20 years of marriage 
her husband had been fearful of everyone, 
locking the doors in every room of their 





house, always looking under the beds at 
night, feeling at times people were against 
him, and being in a state of turmoil. She 
also described her husband’s toilet habits. 
He always kept stools in three different 
toilets, flushing them only twice a week. 
She and their two daughters had to share 
the fourth bathroom. Ten years previously 
her husband had had a “nervous break- 
down,” at which time he had stopped work- 
ing. She had taken good care of him by 
herself, and he recovered soon after. 

All the years of what appeared to have 
been a stressful marriage she had lived 
happily, denying her husband’s difficulties, 
rationalizing his queer habits, and saying 
to herself “all people have peculiarities.” 

Her husband was successful financially. 
He used his house as an office. He invested 
wisely and amassed a large fortune for him- 
self and his family. His wife was able to 
point to his financial wisdom by saying that 
“he was a genius.” She seemed to be un- 
aware of the extremes. 

On the occasion of her daughter’s gradua- 
tion from high school, she decided that the 
whole family should take a cruise. Her 
husband was reluctant at first, but after 
much pressure from his wife he finally gave 
in. Difficulties, however, developed as soon 
as they embarked when he realized that 
they had to share a toilet with the people 
in the next cabin. Her husband immedi- 
ately became suspicious. His peculiar be- 
havior made him the center of attention 
and ridicule of the other passengers. On 
one occasion he was the object of much 
ridicule and laughter when, fearing that 
his clothes had become contaminated, ran 
nude from the ship’s swimming pool to his 
cabin. His wife at that time overheard a 
passenger speak about “that crazy man” 
and became upset. Later on, when one of 
her daughters had an argument with her 
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father and said, “Mother, I cannot see how 
you were able to live with a mad man for 
20 years,” she became anxious. 

What gave rise to difficulties in this 
woman was the realization that her husband 
was sick. She immediately arranged for 
the whole family’s return home, but 
the thought that her husband was sick 
lingered on and her anxiety continued. She 
decided to nurse her husband as she had 
done 10 years previously, but his reaction 
was different this time. He angrily accused 
her of arranging the trip and of plotting 
to expose him to a hostile world, and of 
putting him at the mercy of evil people who 
were against him. For the first time in their 
marriage he turned against his wife. On 
one occasion he grabbed her by the neck 
and tried to choke her. It was then that she 
decided to visit her minister and seek help. 
This visit precipitated her coming to the 
mental health agency. 

“If I could stop thinking about my hus- 
band as being angry at me, everything 
would be all right. But I cannot, and I 
am thinking of divorce for the first time,” 
she said. As long as her husband expressed 
his anger against others she was not threat- 
ened, but when he directed his hostility at 
her she was unable to tolerate it and im- 
mediately became anxious and tense. 

An attempt was made to convince her 
that her husband still needed her help. It 
was pointed out to her that sick people at 
times express their anger at the ones they 
love most, and that her husband’s anger was 
a symptom of his illness. It was also men- 
tioned that divorce or separation would 
mean abandoning a man in need. In the 
next two interviews she expressed her anger 
at her husband but also professed willing- 
ness to help him and to tell him that she 
would not leave him. He accepted her 
statements, reluctantly at first, but he soon 
relaxed and was willing to be taken care of. 
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In this case anxiety developed in this 
woman after a hazardous trip. It increased 
when her husband’s hostility was turned 
against her and she was unable to deal with 
it, deny it or rationalize it. She was in a 
state of emotional crisis, and thinking of 
divorce as a solution to her problem. In 
the psychiatric interviews, ventilation of her 
hostility toward her husband and reinforce- 
ment of the belief that she was essential to 
him quickly mobilized her resources and 
helped her re-establish her emotional equi- 
librium. This is turn helped her husband 
to stabilize himself. 


CASE #4 


A husband and wife came to the Human 
Relations Service together. The wife was 


seen by the psychiatrist and the husband by 
a social worker. They had had a fight on 


their way to the agency. The wife talked 
about her husband angrily. Her speech 
was rapid and at times incoherent. She 
described her fear of her husband and 
suspicions of other people. She mentioned 
a “plot” against her life. 

The wife, who was 29, was an only child. 
Her mother had died when she was six 
months old. Her father was still living. 
Following the birth of her first child she 
felt nervous. She said she was unable to 
cope with the responsibility of bringing up 
children. Trying hard to cope with her 
children’s demands, she became more and 
more meticulous in her housework. She 
started compulsively to do the same thing 
over and over again. “I gave the appearance 
of a perfect housewife with a perfect house- 
hold. Yet I could see things slipping.” 

Her fifth pregnancy was the “coup de 
grace,” she said. “Cracks started to show 
but I still tried to keep up the front. I 
started to have fears about being sick and 
about dying.” She thought of suicide. In- 
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terestingly enough, she still tried “to keep 
up the pretenses.” 

Following the delivery of her fifth child 
she developed an infection and returned 
home exhausted. She was unable to breast- 
feed her baby. It was then that she became 
suspicious of everyone, and finally after an 
argument with her husband she came to 
the agency to complain about him. 

The husband talked about his wife's 
“mental illness.” He was eager to give his 
side of their marital problems. He said 
his wife was an excellent housewife, but he 
was upset by her inability to take care of 
their children during the past few months. 

The wife returned the next day more 
agitated, yet she refused to go to a mental 
hospital. Arrangements were made for her 
minister and her father-in-law—two people 
she trusted—to be present during her third 
visit. They both helped persuade her to 
enter the local mental hospital. 

Her husband was seen supportively. He 
also had a long history of emotional diffi- 
culties. He alone took care of the children. 
He was visited at his home, where he was 
“in action” taking care of his children, who 
ranged in age from eight years to four 
months. He did a competent job and the 
children appeared happy. It was easy to 
motivate him to seek psychotherapy for his 
own emotional difficulties. 

His wife was treated at the mental hos- 
pital for six months. She was discharged 
and continued psychotherapy with a doctor 
from the hospital. The agency kept in con- 
tact wtih this family for two years. There 
was no disturbed behavior of the two older 
children, who were in school. The wife, 
despite her serious emotional problems and 
character disorder, appeared relaxed and 
happy. 

This case shows both a husband and a 
wife in crisis. One can observe how the 
wife’s attempts to face the hazards of re- 





peated pregnancies failed, and how by try- 
ing to keep up pretenses and using inade- 
quate defenses, both for her adjustment to 
the outside world as well as to her own 
present emotional crisis, she progressively 
deteriorated until she required hospitaliza- 
tion. 


CASE #5 


A 35-year-old married school teacher, 
mother of an eight-year-old boy, came to 
the agency complaining of anxiety in con- 
nection with the visit of her mother-in-law. 
She was an intelligent, pleasant woman, a 
college graduate, who related well to the 
interviewer. She described her marriage as 
being happy, up to the time of her mother- 
in-law’s visit from England. At first she 
made every effort to get along well with her, 
but when the visitor mentioned that she 
was planning to stay indefinitely the patient 
became anxious. Her anxiety increased 


when she was criticized about teaching 


school instead of staying at home. It was 
intensified when her husband’s mother 
started to discipline her son. She tried to 
react to this by discussing the whole situa- 
tion with her mother-in-law, but failed. 
Then she started to feel more inadequate. 
Her work at school suffered. She began 
to be afraid to walk alone in the streets, 
particularly at night, and developed 
nightmares. 

The day prior to her visit to the agency 
she had had a fight with her husband be- 
cause he refused to ask his mother to leave. 
She then decided to stop teaching school. 

The prospect of having her mother-in-law 
living with her indefinitely generated anxi- 
ety. Unable to cope with it, she became 
preoccupied. She was in an emotional 
crisis. Still unable to deal with the situa- 
tion, she developed phobias. 

Her husband was also seen, and an at- 
tempt was made to explain to him the 
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problem faced by his wife. He seemed to 
be willing to cooperate. 

The wife was seen on four occasions 
over a period of eight months. On the sec- 
ond visit she said that her mother-in-law 
was still staying with her, and that her hus- 
band had been unsuccessful in convincing 
her to go. She was encouraged to take 
matters in her own hands. 

The second interview with the husband 
showed that his feelings for his mother had 
changed. He was angry with her because 
she was having an affair with a man her own 
age and was considering divorcing his father 
and marrying this man. This shocked 
him, but it was his wife who became deter- 
mined to ask her mother-in-law to move out 
of his house. She finally succeeded. 

When the patient was seen, two weeks 
later, she was feeling much better. The 
temporary interruption of her work at 
school had helped her concentrate on her 
son and on her housework; thus she had 
been able to cope with her mother-in-law’s 
accusations. Her phobias had decreased. 

When she was last seen, six months later, 
she had returned to school teaching and 
was symptom-free. Her mother-in-law, 
disappointed in her love affair, had re- 
turned to England. All was well with the 
patient. 

In this case a well-functioning person 
failed to cope with an emotional crisis. Yet 
in a way her very failure helped her over- 
come her emotional problem. The phobias 
isolated her from the outside world, kept 
her at home, and helped to eliminate the 
accusation that she was a bad housekeeper. 
Giving up her job temporarily helped her 
keep control of her son. Successful utiliza- 
tion of environmental resources, such as the 
mental health agency, and the support of 
her husband helped this individual deal 
with the crisis and eventually return to a 
state of emotional equilibrium. 
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The attempts of these individuals to face 
hazardous situations led to the develop- 
ment of emotional crises because of the 
failure of adaptive psychological reactions. 
It was only when the patients were able to 
overcome the crises that they were able to 
return to a state of emotional equilibrium. 


DISCUSSION 


This account of hazardous environmental 
situations and the ways in which average 
individuals dealt with them throws light on 
the early emotional conflicts and on the 
steps that lead to the development of psy- 
chiatric symptoms, before such symptoms 
become crystallized into neuroses. It also 
possibly helps in understanding what 
constitutes mental health, since the indi- 
viduals seen at the Human Relations Serv- 
ice were “normal” people. The question 
was, how normal were they? 

Hazardous environmental situations are 
usually stressful, and maladaptive psycho- 
logical reactions to them can at times lead 
to painful feelings. These feelings in turn 
may develop into an emotional crisis in 
one individual or emotional crises in mem- 
bers of his immedizie family. Such emo- 
tional crises usually appear before the ac- 
tual onset of psychiatric symptoms. 

Several of the terms used require defini- 
tion: 


e A stressful situation is one which elicits 
painful emotions in an individual. 


e@ A hazardous environmental situation is 
a universally experienced difficult or dan- 
gerous situation that becomes stressful to 
some individuals and not to others. Ado- 
lescence, for example, is not stressful to 
everybody, yet some individuals during ado- 
lescence develop emotional crises which may 
lead to quick deterioration and the onset of 
psychiatric symptoms. The hazardous situ- 
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ations affecting the 108 individuals seen 
have already been described. 


e@ A painful state is an unpleasant emo- 
tional state of being (anxiety, anger or fear). 
Painful states usually arise at the time of 
stressful or hazardous situations. 


e A reaction is a response to a stimulus that 
arises from the environment or from within 
the individual. “Reaction” here is synon- 
ymous with the term “defense psychological 
mechanism.” On occasion environmental 
pressures may give rise to a painful state 
(anxiety, anger or fear) that in time may 
require a new set of reactions. A successful 
(adaptive) reaction is one that does not give 
rise to a painful state. An unsuccessful 
(maladaptive) reaction gives rise to a pain- 
ful state. 


@ An emotional crisis is an intensification 
or aggravation of a painful state because of 
the failure of the reactions to cope with the 
situation, it is “a turning point for better 
or for worse.” Thus it may stimulate the 
individual to utilize new sets of reactions to 
overcome the crisis successfully and return 
to an emotional equilibrium; or if the 
crisis cannot be dealt with adequately, it 
may further intensify the pain and give 
rise to psychiatric symptom formation. 
An emotional crisis is therefore a powerful 
internalized stimulus requiring further 
reactions. 

Some individuals cling to and depend ex- 
clusively on the environment to solve their 
emotional crises. Others use exclusively 
pathological reactions. (Paranoid patients, 
for example, blame the environment for 
their own inadequacies, thus absolving 
themselves of any guilt.) Some suicidal in- 
dividuals manipulate the environment 
dramatically in order to go on living. All 
these are unsuccessful ways of coping with 
the crisis. 





The use of environmental resources ex- 
clusively as a reaction is dangerous, al- 
though it may work temporarily. The suc- 
cessful accountant in Case #3 used his 
house with three toilets in an attempt to 
protect himself from his own fears. He 
started to crumble when he found himself 
in a different environment (in the cruise 
ship). A dependence on something outside 
oneself which easily changes and fluctuates 
constantly, which is not built into the indi- 
vidual’s character and is not under his con- 
trol, creates a precarious situation. On the 
other hand, successful manipulation of the 
environment and its various resources— 
clinics, caretakers, agencies—helps in pro- 
viding first-hand assistance to an individual 
facing an emotional crisis. 

An emotional crisis in one individual can 
become a hazardous situation giving rise to 
emotional crises in other members of his 
family. For example, in Cases #1, #4 and 
#5 both husband and wife were in a crisis. 


e A precipitating environmental factor is 
an environmental event that brings about 
the change from a painful state to a crisis. 


@ The mental health of an individual con- 
notes his ability to master his internal en- 
vironment, adapt to and utilize his external 
environment, and reach an emotional equi- 
librium, or a compromise, without being 
aware of painful emotions. 


@ Preventive psychiatric intervention is an 
attempt to help an individual overcome an 
emotional crisis and return to a state of 
emotional equilibrium between his internal 
and external needs. Such an intervention 
prevents further deterioration of emotional 
reactions but does not prevent the problems 
themselves. Emotional problems are due 
to conflicts occurring within the individ- 
ual’s own character, the origins of which 
are to be found in the first few years of 
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childhood. True preventive psychiatric 
work, therefore, can be done only with 
children. Yet the solution of an emotional 
crisis in a mother may indirectly affect a 
child at a crucial period of his emotional 
development and may actually prevent for- 
mation of harmful character traits in chil- 
dren. Fifty of the 108 individuals seen 
were mothers who had a disturbed parental 
relation with their children, and when the 
mothers were helped the children were also 
helped indirectly.t 

Using these definitions, one may attempt 
to describe the process that leads to an 
emotional crisis. 

“At first an individual is in an unpainful 
state, but exposed to stress he enters a pain- 
ful state.”2 A successful reaction to this 
stressful situation will eliminate anxiety, 
thus eliminating the painful state. An un- 
successful reaction will intensify the painful 
state. It is possible that an individual may 
temporarily reach a precarious balance and 
remain in a painful state. 

The individuals who fail to return to an 
unpainful state, because of their inability to 
utilize environmental resources successfully 
and to mobilize adequate reactions, remain 
vulnerable. Additional stresses, arising 
either from within or from without, act as 
precipitating factors giving rise to an in- 
tensification, or a change for the worse, of 
the painful state. It is then that the indi- 
vidual is in a state of emotional crisis. 

Here again, there are two ways of react- 
ing to a crisis—successfully, by eliminating 
it and returning to a state of emotional 





1Sifneos, P. E., “Psychiatric Work with Mothers 
Who Had a Disturbed Mother-Child Relation,” 
Mental Hygiene, 43(April 1959), 230-36. 


2 Sifneos, P. E., Charles Gore and A. C. Sifneos, “A 
Preliminary Psychiatric Study of Attempted Suicide 
as Seen in a General Hospital,” American Journal 
of Psychiatry, 112(May 1956), 883-888. 
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equilibrium, or unsuccessfully, by further 
aggravating and intensifying it. The emo- 
tional crisis thus has become an internalized 
painful stimulus demanding alleviation or 
satisfactory adjustment for the better, or 
leading to a further deterioration for the 
worse. 

Individuals facing an emotional crisis 
must decide whether they should use all 
their resources to cope with it, even if this 
is at the expense of their general over-all 
functioning, or attempt to deal with both 
situations at once. Note that in Cases #1, 
#4 and #5 an attempt to do both failed 
and the crisis deepened. It was when the 
individuals involved utilized all their re- 
sources in an effort to overcome the emo- 
tional crisis, even becoming temporarily 
incapacitated, that they succeeded in their 
efforts and successfully returned to a state 
of emotional equilibrium. It was only 
then that they renewed their everyday 
activities. 

An individual's flexibility, his ability to 
utilize all sorts of reactions, even patho- 
logical ones, and his concentration on re- 
solving the emotional crisis may be useful 
assets in his effort to return to an unpainful 
state. On the other hand, an attempt to 
cope rigidly with the demands of everyday 
life and the use of inflexible reactions to 
face an emotional crisis, invariably leads to 
failure. 

In the suicidal patient, environmental 
stress at times precipitates emotional crises. 
Maladaptive reactions intensify the aware- 
ness of painful emotions, and this in turn 
leads to a progressive isolation of the indi- 
vidual from the outside world. A point is 
finally reached when one and only one re- 
action is possible to alleviate the pain, and 
the patient attempts suicide. 

Yet in some patients even the suicidal 
attempt becomes a tool with which to ma- 
nipulate the environment. The support 
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they receive from their loved ones, the ex- 
pression of dammed-up emotions, the ful- 
fillment of their demands—all help their 
eventual return to an unpainful state. It is 
possible that if these individuals had turned 
for psychiatric help earlier, at a time when 
they were in an emotional crisis, their re- 
gression and final suicidal attempt could 
have been prevented. 

In a mental health agency one deals with 
healthy, well-integrated individuals who 
seek help early. Help then may prevent 
the formation of the vicious circle of haz- 
ardous situation to painful state to emo- 
tional crisis that leads to environmental 
isolation and psychiatric symptom forma- 
tion, and sometimes to suicide. 

Most of the 108 individuals who were 
seen at the Wellesley Human Relations 
Service faced hazardous situations. Most 
of them were aware of painful emotions. 
Unable to deal with these emotions suc- 
cessfully, they had developed emotional 
crises. In some cases their reactions to these 
crises turned out to be fairly successful, and 
with psychiatric help they quickly returned 
to a state of emotional equilibrium. In 
other cases a series of maladaptive reactions 
to hazardous situations and emotional crises 
progressively led to the development of 
psychiatric symptoms. These patients re- 
quired long psychotherapy and at times 
hospitalization. 

Preventive psychiatric intervention at- 
tempts to reverse this maladaptive process, 
and to do so early. It helps the individual 
utilize his own adaptive reactions and the 
environmental resources, and to return to 
a state where there is no pain. 

The description of normal people is diffi- 
cult. There are no diagnoses that one can 
use, no tags, no labels. The usual noso- 
logical criteria are of little help. The con- 
cept of emotional crises is a dynamic one. 
It offers a way to describe the ever-changing 





emotional processes of healthy human be- 
ings. The ways in which individuals face 
and overcome emotional crises is interesting 
to observe, and significant in its implica- 
tions. 


SUMMARY 

In a suburban upper-middle class com- 
munity 108 people were seen at the local 
mental health agency. Their complaints, 


reactions to hazardous situations and emo- 
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tional crises are described. Five cases are 
discussed in some detail. 

An attempt is made to formulate theo- 
retically a concept of emotional crisis. This 
dynamic way of viewing normal human be- 
ings in distress has practical implications 
for mental health. 
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Patient government 


in a psychotic population 


This paper describes an experience in set- 
ting up patient government in a unit for 
acute intensive psychiatric treatment in a 
general hospital. Before dealing with our 
current experiences with the patient gov- 
ernment program at Mercy-Douglass Hos- 
pital, we will briefly survey the experiences 
of other workers in the area. 


HISTORICAL BACKGROUND 

The idea that hospitalized psychiatric pa- 
tients might be able to plan and organize 
some of their activities and take a measure 
of responsibility in formulating rules and 





Dr. Downing is chief psychologist at Philadelphia's 
Mercy-Douglass Hospital and instructor in psy- 
chology in psychiatry in the department of psy- 
chiatry of the University of Pennsylvania School 
of Medicine. Dr. Comer is senior attending psy- 
chiatrist at Mercy-Douglass Hospital and instructor 
in psychiatry in the School of Medicine and asso- 
ciate in psychiatry in the Graduate School of Medi- 
cine at the University of Pennsylvania. 


180 


procedures for hospital living is not a new 
one, but it has long been met with consider- 
able skepticism. Instances of autonomous 
patient organizations are rarely encountered 
in the literature; the descriptions of them 
which do appear paint them as exceptional 
and unorthodox but beneficial. In their 
earliest forms these organizations centered 
about some definite activity or project. As 
early as 1842, Dickens referred with admira- 
tion to the accomplishments of a sewing 
circle that he had encountered on a visit to 
an American hospital (5). Biener and Hal- 
dane (1) describe a social club organized in 
December 1939 in Runwell Hospital in 
England. They cite a number of cases to 
demonstrate how the club had been helpful 
to socially withdrawn individuals or to 
those with artistic needs or organizing and 
leadership ability. 

Blackman (2) describes a literary club or- 
ganized in 1940 by a group of 25 schizo- 
phrenic patients in a closed ward at Wor- 





cester State Hospital. The stimulus for the 
club came from within the group, and it 
received no “obvious guidance” from the 
hospital staff. Blackman comments: “It is 
in exposing the patients to a social activity 
with which they can readily identify them- 
selves ... that the club contributed most.” 

As interest has grown in the social struc- 
ture existing in mental hospitals, and as the 
treatment potential of the “therapeutic com- 
munity” has come to be realized, the func- 
tioning of autonomous patient groups has 
been seen within the context of the func- 
tioning of the mental hospital as a whole. 
Jones and others (6) discovered that discus- 
sions which were held for an educative pur- 
pose with a group of effort-syndrome in- 
patients during the World War II years 
came to be used by the patients for dealing 
with problems arising in ward living. In 
an industrial neurosis unit at Belmont Hos- 
pital meetings were held each week-day 
morning for all patients, approximately 100, 
and those members of the hospital staff who 
were able to attend. One function of these 
meetings was to deal with the patients’ 
criticisms and suggestions about ward life. 
Bridger (3), describes a patient parliamen- 
tary body which played an integral role in 
the “social therapy” provided for a group 
composed chiefly of neurotic patients in a 
British military psychiatric hospital of 800 
beds. Finally, reference should be made 
to a formalized program of patient govern- 
ment which was organized at Boston Psy- 
chopathic Hospital in 1948 (4, 5, 7). Its 
staff sponsors feel that it has been a major 
force in enabling the hospital community 
to approximate the larger outside commu- 
nity and thus serve as a more effective mode 
of treatment.? 


ORIENTATION AND GOALS 
It is our conviction that disturbed inter- 
personal relations represent a factor of ma- 
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jor importance in mental illness. We re- 
gard the democratic orientation of patient 
government as one way of increasing the 
similarity of group living within the walls 
of the mental hospital and group living 
within the larger external community. Our 
goal in setting up a patient government pro- 
gram was to provide an opportunity for as 
much participation by patients as they could 
accept and meaningfully use, and for as 
much self-determination as could be fitted 
into the pattern of hospital life. 


MODE OF OPERATION 


The psychiatric unit of Mercy-Douglass 
Hospital contains 100 beds. It occupies two 
floors of an eight-story general medical and 
surgical hospital. 

Patient government meetings are con- 
ducted once a week by the psychiatric resi- 
dents assigned to three wards. It was de- 
cided that each group of patients would 
elect two representatives to a representa- 
tives’ meeting to be held each week a few 
days following the general patient meetings. 
In addition to the patients’ representatives, 
this meeting is attended by a staff clinical 
psychologist (who serves as chairman), one 
or more representatives from the nursing 
staff, the occupational therapist and more 
recently a recreational worker who has been 
added to the hospital staff. 

It is the duty of the patients’ representa- 
tives to bring to this meeting for discussion 
those matters which had been discussed at 
the separate patient meetings, and then 
to report back to the subsequent patients’ 
meetings concerning the happenings of the 





1A more recent instance was reported in “Patient 
Government . . . A Case Study,” by Joseph Stubbins 
and Leonard Solomon, describing a council of 
chronic schizophrenic patients in one of the build- 
ings of the Franklin D. Roosevelt VA Hospital, 
Montrose, N. Y. This appeared in Mental Hygiene 
(October 1959), 539-544. 
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representatives’ meeting. In general, issues 
which could not be resolved in the patients’ 
meetings are further worked upon in the 
representatives’ meetings. Sometimes it is 
necessary for the nursing representative to 
consult with the policy-making group in the 
nursing staff, and sometimes the psycholo- 
gist must consult with the general staff be- 
fore definite plans can be formulated. On 
some occasions, final policy decisions have 
to be made by the chief psychiatrist. 


PROBLEMS AND ISSUES; EVALUATION 


In our patients’ meetings, many spirited in- 
terpersonal interchanges have taken place 
and considerable group pressure toward 
conformity has been exerted. However, the 
group has frequently given support to those 
individuals whose behavior was proving to 
be a problem. For example, while the pa- 


tients manifested quite punitive attitudes 
toward an adolescent girl whose bouts of 
acting out were sometimes more than a little 
destructive of property, they were concerned 
lest she feel rejected, and they elected her 
to one of the offices in the patient govern- 
ment. 

The patients struggled for a number of 
weeks with a frustrating situation which re- 
sulted when ‘a few repeatedly monopolized 
the single public telephone available. They 
attempted to take upon themselves the task 
of limiting telephone conversations to a 
specific number of minutes, but found that 
the telephone monopolizers were unwilling 
or unable to cooperate and were sometimes 
retaliative and vindictive. Finally, discov- 
ering themselves unable to cope with the 
situation, they requested that the staff assist 
them in solving the problem. Although one 
immature but highly vocal individual in- 
sisted that if the staff were to control the 
use of the telephone, he would rather have 
it taken out altogether, he was voted down 
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by the majority and a solution to the prob- 
lem was arrived at. 

Another complaint which was frequently 
raised by the patients concerned the in- 
sufficient amount of activity available to fill 
the hours of the hospital day. Since we had 
functioned for the major part of our first 
year with one occupational therapy worker 
and no recreational therapist, this complaint 
was well founded in reality. The patients’ 
initial response to this difficulty was to join 
forces with the occupational therapist, who 
also attended the meetings, to organize par- 
ties at Hallowe’en, Thanksgiving, Christmas 
and other holidays. Also, until the increas- 
ing size of our patient population made it 
unfeasible, an attempt was made to have a 
birthday party for each patient on his or 
her birthday. Then the group decided to 
have a birthday party each month for all 
whose birthdays fell within that month. In 
addition, requests for weekly dances and 
weekly movies were made and implemented 
through the persevering guidance of the 
occupational therapist. 

The representatives’ meeting provided 
one channel of communication between the 
several wards and was often the point of 
origin of inter-ward committees to work out 
such things as the program for a hospital 
entertainment which was being organized 
or the strategy for a fund-raising campaign 
that was contemplated. The meeting also 
provided an open reciprocal line of com- 
munication between staff and patients. 

This form of patient government struc- 
ture is being maintained, and while it has 
not overcome some obstacles as smoothly as 
had been hoped it has proved a meaningful 
and flexible framework for allowing pa- 
tients to participate to the extent to which 
they are able at any particular time. Many 
aspects of hospital routine which the pa- 
tients found especially frustrating have been 
brought to the staff's attention. Conse- 





quently, more satisfactory policies have been 
evolved concerning such matters as visiting 
hours, methods of handling the patients’ 
property, time for going to bed and rising, 
manner of serving meals, etc. Improved 
methods of operating have themselves im- 
proved morale, but it is also true that the 
patients’ self-esteem has been enhanced by 
the fact that their suggestions are always 
considered and often put into operation. 

One additional function of no mean im- 
portance served by the patient government 
organization should be mentioned. The 
meetings—particularly the representatives’ 
meetings—have provided an opportunity 
for bringing to light and working out some 
of the tensions which have arisen between 
attendants and patients. The representa- 
tives are almost always widely informed 
about events transpiring on the ward, and 
they frequently reflect the tensions which 
some injudicious aspects of attendant be- 
havior may have generated. For example, 
at one point the patients’ representatives 
requested a meeting with the attendants to 
resolve some misunderstandings concerning 
the attendants’ management of patients who 
were taken onto the hospital grounds for 
outdoor activities. 

We feel that such instances of relatively 
free interchange of ideas and feelings have 
been highly important in establishing and 
maintaining hospital morale and commu- 
nity spirit, and that they have helped to 
prevent tensions from building up to a 
serious level. 

It might be well to mention some of the 
frustrations encountered by those managing 
the patient government program. The 
acutely disturbed condition of a large pro- 
portion of our patient population and the 
rapid turnover in patients represent two 
major difficulties. At times an entire ward 
may be so disturbed that no representative 
can be elected. Or it may be that the repre- 
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sentative is so disturbed that he is able only 
to disrupt ongoing discussions. At times 
the patients seem to get into a waggish 
humor and deliberately select as representa- 
tives their most disturbed members. Then 
again, as the representatives from the more 
disturbed wards improve and become able 
to function at a higher level they are either 
transferred to a less disturbed ward or dis- 
charged. As a result, a new surge of dis- 
organization strikes the representatives’ 
meeting and ongoing activities may tempo- 
rarily fall by the wayside. Cycles of apathy 
and negativism seem periodically to make 
their appearance in the hospital unit. Con- 
sequently there may occur a long series of 
meetings in which next to nothing is said 
or in which patients indulge themselves in 
an orgy of purely destructive complaining. 
For some time one of the patients who had 
been playing an active role in a patients’ 
meeting would introduce discussion with 
“What complaints are there today?” 

As a result of these many frustrating cir- 
cumstances the residents frequently became 
discouraged and disinterested and, of 
course, transferred their feelings to the pa- 
tients. However, we feel that the advan- 
tages accruing from the patient government 
have far outweighed the disadvantages at- 
tendant upon its operation. We feel that it 
has made a definite contribution to over-all 
hospital morale, has given our inexperi- 
enced residents a kind of preliminary con- 
tact with group work, has bolstered the 
self-esteem of a number of our patients, and 
has made possible the working out of a 
number of problems of whose existence the 
staff might otherwise have been unaware. 


CONCLUSIONS 


A group patient government provides the 
the following: 


1. A method of increasing the similarity be- 
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tween life in a mental hospital and life in 
the external community. 


2. A way of controlling deviant behavior 
with group pressure. 


3. Group support to very disturbed pa- 
tients. 


4. A mechanism for increasing recreational 
activities. 


5. An opportunity for patients to under- 
stand administrative policy and help formu- 
late it. 


6. Increased patient self-esteem. 


7. Opportunities for patients to express an- 
noyances and resentments. 


8. Opportunity for residents to gain pre- 
liminary experience in working with groups. 


9. A channel of communication between pa- 
tients and staff, thus providing a way of 
improving morale through free interchange 
of ideas and feelings and an opportunity for 
bringing to light and working out tensions 
between personnel and patients. 


10. Graded responsibility for participation 
of patients in an interpersonal relationship. 
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JOHN A. LEWIS, M.D. 


Psychological needs and services 


for nursing home residents 


Statistics 1 on people in nursing homes sug- 
gest such an array of difficult psychological 
problems, one is not surprised to find that 
the staff are the ones who need the most 
specialized psychological assistance. This 
is because of the stress involved in helping 
aged, disabled people and, equally, because 
understanding by the staff of some elemen- 
tary facts makes their work less difficult and 
the lives of their patients more pleasant. 
It would be too much to expect that psy- 
chological specialists could be available to 
give individual care to nursing home resi- 
dents except for special purposes. It fol- 
lows that the staffs should expand their 
understanding of their patients and be able 
to provide psychological assistance as a part 
of their usual duties. The use by the staff 
of consultants is one way for the staffs to 
achieve such expanded understanding. 
The general picture of patients in nursing 
homes is roughly as follows: Their average 


age is 80 years; 90% are over 65 years of 
age; and less than 1% are less than 45 years. 
About 50% have mental disturbances; 20% 
are completely bedfast; 14% more are in 
bed most of the time. One third are in- 
continent of urine or feces, or both. Two 
thirds are women and two thirds are wid- 
owed. Less than one-tenth have a living 
spouse. 

Patients of this age and in such poor 
health are not likely to be pleasant to be 
around. There are disagreeable odors and 
personality characteristics that try the tol- 





Dr. Lewis, who is a psychiatric consultant to the 
U. S. Department of Health, Education and Wel- 
fare, made these remarks at the Department's Region 
III conference on nursing homes and homes for the 
aged held in Washington, D. C., February 18-20, 
1959. 


1“Nursing Homes, Their Patients and Their Care,” 
U. S. Department of Health, Education and Wel- 
fare, Public Health Monograph No. 46, August 1946. 


185 





erance of the most tolerant and loving 
people. Those patients who have families 
seldom see them, because frequently un- 
pleasantness arises when they do. There 
are, of course, exceptions, but this is more 
likely with the aged who are healthy and 
have developed inner resources over the 
years so that they are less dependent on 
others for satisfaction in living. 

The behavior of the senile ? is frequently 
annoying, displaying peevishness, depres- 
sive moods, foolish suspicions and a tend- 
ency to ramble on in long conversations 
without regard to what is important or 
relevant. Many in poor health are fearful 
of pain. Often their fears are baseless; on 
the other hand, there may be good ground 
for them. Memory of recent events is re- 
duced. The patient may forget what she 
did with her glasses and, not finding them, 
accuse the staff of stealing. Personal be- 


longings, because they are ties to a past 
life that was more satisfactory, become of 
great importance. Any attempt to remove 
them is likely to precipitate rage or mental 
confusion. The aged patient loses adapta- 
bility so that what he is sure of he holds on 


to with stubborn rigidity. Patterns of 
sleeping and eating are not easily changed 
and any attempt to do so is regarded by 
the aged person as an unfriendly act. 
There are understandable reasons why 
the aged are stubborn, irritable and often 
depressed. They can remember well the 
days when they were in the prime of health 
and enthusiasm, and they have since ex- 
perienced a slow decline in their physical 
and mental powers. Such control as they 
have over themselves and their environment 





2 Lewis, Nolan D. C., “Mental Hygiene in Later 
Maturity,” Mental Disorders in Later Life, edited by 
Kaplan, Oscar J. Palo Alto, Stanford University 
Press, 1956, 460-475. 


8 Lewis, Nolan D. C., op. cit. 
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depends on their holding fast to what they 
have, their past, their possessions and beliefs. 
Any change causes a strain and if they 
cannot adapt to it they become hopelessly 
confused. To them, who look back wist- 
fully to the “good days,” the future looks 
gloomy. 

In some seniles there is a flaring up of 
sexual feelings for.the opposite sex. In- 
fatuations may develop, inspiring silly, 
flirtatious behavior. Occasionally this re- 
sults in unwise marriages or medicolegal 
action. Aged women, in addition, often 
have a return of motherly feeling for chil- 
dren and are likely to develop jealousies, 
hates and loves as complications of their at- 
tachments. 

The successful care of the aged depends 
on understanding the patient. Each one is 
a special case with individual problems. A 
careful medical examination is of basic im- 
portance. Many discomforts caused by 
hemorrhoids, hernias, aching teeth, poor 
eyesight or hearing can be remedied and 
thus reduce sources of annoyance. Nutri- 
tion is likewise important. Many old peo- 
ple left to their own devices live on snacks 
and thus develop dietary deficiencies with 
easy fatigability, sore mouths or diarrheas. 

The aged need less sleep than younger 
people but often take short naps. The 
administration of the nursing home should 
be planned so as to take account of this. 
Complete bedrest is seldom good for old 
people. It is likely to result in serious con- 
sequences, hypostatic pneumonia and de- 
pression. Many old people like to “putter 
around.” This should be permitted be- 
cause in doing so the old person is testing 
and confirming sensory and motor functions. 
It is well that the aged person maintain an 
attractive personal appearance. There is a 
tendency for them to neglect their clothing, 
hair and even personal hygiene. 

Nolan Lewis® believes that many old 





people are considered bores because of their 
tendency to relate over and over again the 
events of their past lives, forgetting that 
most of their acquaintances can repeat these 
stories verbatim. He suggests that the old 
person should resolve never to relate any- 
thing that happened earlier than the year 
just past. It might be difficult to get an old 
person to do this, but the suggestion would 
be helpful to those who are receptive. 
Contrary to much opinion, unpleasant 
mental reactions in old people are often 
reversible. Careful attention to medical 
and dietary needs, simplification of the en- 
vironment so that it becomes familiar and 
easy, making available familiar objects 
linked with the past, encouraging “putter- 


In a dream, an aftermath of void 

Where ripened fields exposed to twilight 
Suggest horizons confused by glows 

Of distilled insights, seldom uttered. 


Affects seek assurances 

Ringed with primeval intrigues. 

Of solitude’s anonymity, 

In hopeful daze and regression’s womb. 


ARTHUR LERNER 
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ing” or other activities of interest to the 
patient may overcome unfavorable emo- 
tional reactions. For cases of depression, 
there are drugs, psychiatric treatment, one 
or a few electric shock treatments, which are 
highly effective. 

In summary, providing individual pa- 
tients with good care, taking into account 
their physical environment, medical needs, 
emotional reactions, and social factors is 
equivalent to providing psychological serv- 
ices. To improve staff understanding of the 
patients, personnel can get help from spe- 
cialists in mental health. Psychological spe- 
cialists should be used for individual pa- 
tients only for special problems that cannot 
be managed by the nursing home personnel. 


Psychic exploration 








HERBERT A. OTTO, Pu.D. 


Developing a mental health program 
ina teacher-training institution 


It is the purpose of this article to review 
the organization and development of a 
mental health program within the college 
of education of a state university. An eval- 
uation of the different aspects of the pro- 
gram will be presented and conclusions 
drawn based on program development. Fin- 
ally, a number of recommendations will be 
made relevant to the establishment of sim- 
ilar programs. 

The historical background of the program 
is briefly as follows. In 1949 the Division 
of Mental Health of the Georgia State 
Health Department provided funds to 
establish the position of professor of men- 
tal health in the College of Education at 
the University of Georgia. The project 
was to be a cooperative effort of the college 
of education and the division of mental 
health with administrative supervision pro- 





Dr. Otto is assistant professor of mental health in 
the University of Georgia College of Education at 
Athens. 
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vided by the dean of the college of educa- 
tion. 

The objective of this project was to de- 
velop a mental health program functioning 
within the framework of a teacher-training 
institution. For a number of reasons the 
position established at the university was 
filled for only short periods until the sum- 
mer of 1952. This marks the beginning of 
the present program with the appointment 
of the writer to the position. The mental 
health program at the college of education 
can be divided into two areas, the teacher- 
training program and services to specialized 
school personnel. A third area of function- 
ing, which will be touched on only briefly, 
is in relation to the community-university 
mental health program. 


TEACHER-TRAINING PROGRAM 


It is generally recognized that the school-age 
population offers one of the best opportuni- 
ties to pioneer in developing programs 





which strive to promote mental health and 
prevent mental illness by focusing on early 
recognition and treatment of emotional ill- 
nesses. This includes training teachers in 
how to recognize symptoms, how to give 
basic supportive help, and how to make 
adequate referrals and utilize treatment re- 
sources. School-related mental health pro- 
grams also center on the development of 
mental health by such means as helping 
teachers gain understanding and _ skills 
which will enable them to provide the type 
of classroom and learning atmosphere con- 
ducive to mental and emotional health. 
Such programs focus on the promotion of 
positive mental health by helping pupils 
to discover, strengthen and develop hidden 
potentialities, talents and capacities. 

Programs with an emphasis on the devel- 
opment of positive mental health are based 
on a recognition of the importance of the 
teacher as a key person in the child’s emo- 
tional maturation and his character and 
personality development. It is a funda- 
mental hypothesis of such programs that if 
the teacher can be given an increased meas- 
ure of self-understanding, some basic knowl- 
edge of personality dynamics and a grasp of 
basic mental health principles or concepts, 
he will be in a better position to create the 
type of classroom environment which will 
foster healthy growth. Creating this type 
of classroom environment aims at building 
strengths into the students, providing the 
best possible conditions for learning and 
encouraging the development of individual 
capacities and potentialities. From a dif- 
ferent point of view, such programs attempt 
to strengthen the professional competencies 
of the teacher by enlarging his knowledge 
of the factors which contribute both to men- 
tal health and mental illness, and by giving 
him an understanding of the important role 
that he plays in contributing to the mental 
health of his students. 


Teacher-training institution 
OTTO 


The teacher-training program at the Uni- 
versity of Georgia can be divided into two 
subgroups: (1) in-service training with 
teachers in the classroom and (2) on-campus 
teaching of students and consultation with 
the college faculty. In the first three years 
of the program’s existence a relatively large 
amount of in-service training was under- 
taken. This was done for two reasons: one, 
the relatively slow development of the on- 
campus phase of the program, and two, it 
was thought that because in-service train- 
ing would span a considerable area of the 
state, some immediate and direct benefits 
would be extended to school children. 


IN-SERVICE TRAINING WITH 
TEACHERS IN THE CLASSROOM 

On the basis of repeated experience and 
continuous evaluation of approach, pro- 
cedure and method, a framework was de- 
veloped for conducting in-service training 
workshops on mental health for teachers. 
Briefly, a method of presentation was de- 
veloped with the view of creating the type 
of learning climate which would facilitate 
free thinking and discussion around the 
needs and level of development of the par- 
ticipants. It was found that such a climate 
could most satisfactorily be attained by con- 
centrating on the quality of relationships 
existing between workshop participants in 
the beginning of the worshop session and by 
exploring how the quality of relationships 
influences the learning process. The ob- 
jective was for workshop members to get 
to know each other, to lessen social and 
interpersonal isolation, to create a rela- 
tively status-free climate (1), to channel 
anxiety constructively, and to help group 
members assume increasing responsibilities 
in the learning process. It was a basic aim 
to develop the type of learning climate 
which would foster attitudinal change as 
well as the retention of information and 
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facts. The underlying philosophy, tech- 
niques, methods and materials used has in 
part been previously detailed (2). 

A total of 76 in-service training workshops 
and seminars were conducted over a five- 
year period. (Eleven additional training 
sessions and workshops were conducted with 
public health nurses and four with minis- 
ters.) Approximately 1,368 teachers were 
reached by this means. An analysis of ques- 
tions submitted by teachers in these in-serv- 
ice training sessions revealed that the fol- 
lowing topics were most often chosen in the 
order of importance: 


1. Causes of mental illness. 

2. Symptoms and treatment methods. 

3. How can we help a disturbed child or 
person? 

4. Is mental illness hereditary? 

5. Our own mental health. 

6. How to work more effectively with par- 
ents and administrators. 

7. What are preventive programs in mental 
health? 

8. What is the state mental health program 
and what resources are at our disposal? 

9. What can you do about a person who 
needs psychiatric help? 

10. Help with specific cases (3). 


In 1956-57 a survey was made of approx- 
imately 70% of the school systems and 
school faculties where in-service training 
sessions had been held. A number of find- 
ings and outcomes were noted. These are 
listed in order of importance—that is, the 
number of times mentioned: 


1. Teachers reported that as a result of the 
training sessions they believed themselves 
to be better equipped to understand their 
students and /or colleagues. 

2. Teachers stated that they felt more self- 
confidence in handling situations involving 
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feelings (such as disturbed students in the 
classroom, and upset parents in parent- 
teacher conferences). 


8. Teachers also reported that they were 
more sensitive to signs and symptoms of 
emotional disturbances in children and 
were more aware of the importance of early 
detection of symptoms as an aspect of pre- 
vention. 


4. Next, they indicated that they had a 
greater awareness of the need for mental 
health education and the need for clinical 
and psychiatric facilities. 


5. They claimed an increase in their knowl- 
edge of available mental health resources 
and referral procedures as well as the state 
mental health program. 


6. Teachers noted a gain in self-understand- 
ing and awareness of the importance of 
their own mental health. 


7. Finally, an increased understanding of 
mental illness, the mentally ill and treat- 
ment methods was reported. 


Some side-effects of the training program 
were noted. First, there was an increase in 
the use of available mental health resources. 
For example, referrals to visiting teachers 
and guidance personnel showed demonstra- 
ble gains. In some communities, civic 
groups and PTA’s were stimulated to sched- 
ule talks and films on mental health. 

One of the most important findings of the 
survey confirmed observations made during 
the first year of conducting workshops. It 
was found that if school administrators 
were not active participants in the training 
sessions, teachers seemed to find it difficult 
to put newly acquired ideas, principles, tech- 
niques and methods into practice. Less 
than half (approximately 45%) of the train- 
ing sessions had been attended by school 
administrators. Due to a number of factors, 
such as a reduction in travel funds and ex- 





panding requests for services within the 
college of education, activities in respect 
to in-service training workshops were rapidly 
reduced over the last two years of the pro- 
gram’s functioning. Aside from the above 
stated reasons, it was our conclusion that 
the energies and resources of the program 
could more profitably be concentrated on 
the training of student teachers. 

An evaluation of the in-service training 
program must take into account that the 
effectiveness of the program was limited by 
the failure to encourage a larger percentage 
of school administrators to participate in 
the training. However, this dearth in the 
attendance of school administrators does 
not seem to be an isolated phenomenon. It 
has also been observed at mental health 
institutes and workshops conducted in other 
parts of the country (4). 

It is of interest to note that even though 
the school administrators did not avail 
themselves of training, they did seek in- 
dividual consultation about particular prob- 
lems. Principals and superintendents of 
the localities where in-service training or 
other sessions were held asked for consulta- 
tion in regard to cases of seriously disturbed 
children, personnel problems, juvenile de- 
linquency and school morale problems. It 
is estimated that in the course of approxi- 
mately 60% of the in-service training ses- 
sions such help was given to school admin- 
istrators, both formally and informally. 

The fact that the teachers ranked an in- 
crease in self-understanding and an in- 
creased awareness of the importance of their 
own mental health as next to the bottom 
of the list raises a series of questions: 

Does this indicate that insufficient em- 
phasis was placed on this important area? 
On the other hand, since a significant 
amount of time was devoted to the explora- 
tion of these subjects, is this indicative of 
the participant's resistance to being exposed 
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to an effort to stimulate greater self-under- 
standing? Or perhaps is there an implica- 
tion in this rating that the participants are 
dissatisfied with their accomplishments in 
this area? 

It is the writer’s conclusion, based on in- 
terviews with workshops members subse- 
quent to the survey, that a combination of 
these factors was operative. As one teacher 


,put it, “At first I thought we might be 


getting in too deep and I was pretty un- 
comfortable. Then I realized how far we 
had to go in self-understanding and that we 
had really just begun. Also, the responsi- 
bility we faced became more apparent. Six 
months after the workshop I was dissatisfied 
with what we had accomplished. I believe 
we did not gain enough self-understanding.” 


ON-CAMPUS TEACHING OF 
STUDENTS AND 
FACULTY CONSULTATION 


Opportunities for mental health education 
of teachers exist throughout the activities of 
the teacher’s college—in the orientation of 
students, health courses, counseling and 
guidance, selection of students, faculty-stu- 
dent relations and student teaching, place- 
ment, as well as follow-up of placement. Al- 
though it was deemed important to utilize 
opportunities in these areas as they de- 
veloped during the growth of the program, 
the primary program focus was on the 
teacher-training curriculum. 

Rather than develop a separate course on 
mental health to be added as another offer- 
ing to the existing list of classes, it was 
our thinking that mental health under- 
standing needed to be integrated through- 
out the curriculum. At least one study 
completed since the initiation of the pro- 
gram gives a clue that a single course in 
mental hygiene “does not necessarily in- 
crease a teacher’s ability to affect interper- 
sonal relationships in the classroom” (5). 
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On the other hand, if mental health could 
be integrated into the curriculum the stu- 
dent would be exposed to mental health 
content and material throughout the vari- 
ous phases of his professional training and 
development. On this basis it was decided 
that mental health could most effectively 
be made a part of the teacher-training cur- 
riculum by encouraging faculty members to 
use the writer as a consultant. 

Consultative services focused largely on 
developing units on mental health specifi- 
cally tailored to the needs and framework 
of the class to which the consultant had been 
invited to participate by the instructor. In 
the initial period, 1952-54, a slow rate of 
growth was experienced. Requests came 
primarily from the summer workshops and 
were of the one-lecture or single-presenta- 
tion variety. However, during the school 


year 1955-56 requests for consultation with 


classes more than doubled. An interesting 
change occurred in that the duration of 
presentations ranged from three-week units 
to a single class meeting and the requests 
came from regular on-campus classes. Since 
that time there has been a steady growth of 
requests from professors who asked that 
units on mental health be presented within 
the framework of a particular course. 

To illustrate the growth of these services, 
during the period 1952-54 approximately 
10% of the total number of students en- 
gaged in professional training for teaching 
careers were reached through such units. In 
1955-56 approximately 50% were reached; 
in 1956-57, 60%; and in 1957-58, approxi- 
mately 70%. For example, in 1957-58 units 
on mental health were presented in the fol- 
lowing courses: educational psychology, 
problems in school health education, in- 
troduction to exceptional children, physical 
education, school health education, organ- 
ization and administration of physical edu- 
cation, education of children with motor 
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handicaps, voice and articulatory disorders 
of speech, curriculum planning, teaching 
procedures, and the psychology of adoles- 
cence. 

The above distribution of courses in- 
dicates that a significant proportion of stu- 
dents were brought into contact with men- 
tal health understandings, principles and 
concepts at various points in their profes- 
sional training and development. It is 
expected that as a consequence of this mul- 
tiple exposure to mental health content 
from the different perspectives of specialized 
subject matter, the student will gain an ap- 
preciation of the application of mental 
health principles and practices to whatever 
classes or subjects he may be expected to 
teach in the future. 

To encourage the development of closer 
working relationships with the faculty, the 
writer, for a two-year period of time, was 
given a regular assignment teaching classes 
in educational psychology. A similar regu- 
lar teaching assignment was made for the 
summer session with an appointment as 
staff member of the summer workshop on 
educational planning and development. 
This was a flexible assignment which al- 
lowed time for consultation with other 
classes. The summer workshop, which has 
had an average attendance of 120 students, 
was composed of primary and secondary 
teachers, supervisors, visiting teachers and 
administrators. The overwhelming ma- 
jority of the participants were graduates 
who came to the university for the purpose 
of renewing their certificates or to work 
toward advanced degrees. As a part of this 
workshop, so-called special interest groups 
were organized around such subjects as 
recreation, art and mental health. 

Initially, enrollment in the mental health 
groups compared well with that in other 
groups. Over a four-year period attendance 
steadily increased, leading to such a condi- 





tion of overenrollment in mental health 
groups that for the last two years students 
have had to be referred to other groups. 
The content for the mental health groups 
was divided into three areas: mental health 
for the classroom, mental health for the 
teacher, and group process and mental 
health. 

Similarly, (when requests were received 
by the college of education to conduct com- 
munity laboratory workshops for some of 
the larger Georgia school systems), the 
writer was assigned to these workshops. The 
workshops carried graduate credit and 
were conducted by a team of traveling 
faculty members known by their colleagues 
as “the flying squadron.” These system- 
wide workshops met bi-weekly for a full 
5-hour period throughout the school year. 
Groups were organized only if they were 
requested, and workshop classes on mental 
health had a heavy enrollment in all school 
systems where such classes were offered. 

Evaluation of the effort to integrate men- 
tal health content into the teacher-training 
curriculum leads to a number of observa- 
tions. Since the program was essentially a 
pioneering venture, very little was available 
in the nature of guide-lines for program de- 
velopment. The framework, approach and 
method of operation had to be developed 
while functioning in situ. Without the trial 
and error process involved in this, program 
growth would probably have proceeded at 
a somewhat faster pace. 

Faculty members were uncertain what 
the function of the writer was and how to 
utilize a mental health specialist. This con- 
fusion was further aggravated by the growth 
processes implicit in the development of a 
new program. It should be pointed out 
that no effort was made to “sell” the pro- 
gram as such. Word-of-mouth communica- 
tion about how the writer was being used 
and student response to units on mental 
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health proved an effective means of pro- 
viding requests for consultative services. 

There is some question whether there 
should not have been an implementation 
by the written word, such as a semi-monthly 
publication describing program activities. 
It is of interest to note that student and 
teacher interest in the subject of mental 
health seemed to outrank college faculty in- 
terest considerably. This was particularly 
noticeable in the initial years of program 
development. 

Finally, in the early years of program 
growth, some colleagues seemed to interpret 
the presence of a person specializing in men- 
tal health as a threat. This was evidenced 


by numerous jocular remarks colleagues 
made about their own mental health, veiled 
reference to the writer’s mental health or 
lack thereof, and suggestions that the writer 
was analyzing the behavior of colleagues. 
It seems plausible that the development of 


the program was in part contingent on the 
resolution of these images and resistances. 

Another area of functioning in relation to 
the faculty can be described broadly as an 
in-service training approach. This con- 
sisted of informal conferences, distribution 
of materials, and consultation about the 
use of suitable mental health films. The 
objective was to help broaden faculty un- 
derstanding of mental health. Faculty 
members have also sought help with refer- 
rals and counseling problems. Department 
heads have asked for consultation about 
emotional problems of staff members. For- 
mation of a committee was supported to 
study the area of mental health in relation 
to teacher training. This committee was 
composed of key faculty members and repre- 
sentatives from the psychology and sociology 
departments. Meetings were held over a 
period of two years and a series of specific 
recommendations were submitted to the 
faculty. 
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SERVICES TO SPECIALIZED 
SCHOOL PERSONNEL 


From 1952 to 1958 the professor of mental 
health was the director of the visiting 
teacher-training program and responsible 
for the development of this program. This 
was a graduate degree program for visiting 
teachers (known as school social workers in 
other parts of the country) and entailed the 
usual duties of the director of a graduate 
program. The one-year master’s degree 
program is administered by the college of 
education as there is no school of social 
work for white students in Georgia. With 
the full recognition of the inherent short- 
comings of such a training program, it was 
nevertheless thought advisable to give visit- 
ing teachers a certain fundamental back- 
ground and training in social work rather 
than none at all. 

Appointment to the directorship of the 
training program was in part based on the 
recognition that visiting teachers are key 
front-line personnel in the mental health 
effort. A reorganization and strengthening 
of the training program leading to the 
master of education and master of science 
in education degrees was undertaken by in- 
troducing a heavier concentration on social 
work courses and on courses on family de- 
velopment, sociology and psychology. 

A diversified program of in-service train- 
ing was conducted with specialized school 
personnel. A basic premise was that the 
professional skills of the persons rendering 
specialized services could be increased and 
refined. This was accomplished by offering 
additional training in such areas as per- 
sonality dynamics, basic casework and in- 
terview techniques. The latest relevant re- 
search findings in mental health and related 
areas were employed. 

An extensive program of in-service train- 
ing was carried on in conjunction with the 
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state professional organization of visiting 
teachers. Work concentrated primarily on 
conducting casework seminars and teaching 
basic principles of community organization. 
To illustrate the scope of the work, from 
1952 to date a total of 69 casework seminars, 
workshops and in-service training meetings 
have been conducted. Seventy-five percent 
of this effort was concentrated in the first 
two years of the program’s functioning, as 
there was no person at the supervisory and 
administrative level in the State Depart- 
ment of Education to implement in-service 
training activities. 

Consultation and training services were 
also extended to state guidance personnel 
and school supervisors. Again, most of the 
work was done in collaboration with the 
professional organizations of the two groups. 
Services to specialized school personnel were 
varied and included addresses, film presenta- 
tions as well as participation in in-service 
training sessions as a consultant, resource 
person or discussion leader. 

An evaluation of the work with special- 
ized school personnel leads to a number of 
conclusions. The administrative decision 
to allot a large amount of energy and time 
to the in-service training of the visiting 
teachers in the early years of this program 
undoubtedly resulted in a strong identifica- 
tion of the writer with the visiting teacher 
services. This may have prevented other 
specialized school personnel from utilizing 
available services as fully as they might have 
if a more appropriate balance in services 
had been maintained. There is also some 
reason to believe that more of a focus on a 
systematic and repeated interpretation of 
the state mental health resources, program 
and objectives was and is needed. Finally, 
to enhance understanding and communica- 
tion between the mental health teacher- 
training program at the university and the 
respective professional organizations and 





state level administrative branches of spe- 
cialized school personnel it would have been 
helpful to circulate yearly program reports 
and a summary of aims and objectives. 

A final major aspect of the total plan was 
the development of a community mental 
health program which would draw on uni- 
versity mental health resources in the estab- 
lishment of a clinic facility. Following 
extensive work with community organiza- 
tions, financing of the clinic was assured. 
Organization of the mental health clinic 
awaits appointment to the now-vacant post 
of health commissioner. (A separate article 
is planned on this phase of the program.) 


CONCLUSIONS AND 
RECOMMENDATIONS 


Certain broad conclusions emerge from the 
growth struggles and gradual maturation 
of the program. These may be of interest 
in the planning of mental health programs 
to be established within the framework of 
teacher training institutions: 


1. It would have been helpful if the faculty 
had been included in program planning. 
This could have been done by conducting 
a survey as to how the college staff would see 
a mental health person making a contribu- 
tion to the teacher-training program. A 
basis for program building would thereby 
be furnished. 


2. Acceptance of the mental health person 
as a member and part of the faculty would 
have been facilitated by assigning a regular, 
but minimum, teaching load at the onset of 
the program. 


3. In the early phases of program develop- 
ment, many questions, problems and matters 
relating to mental illness were brought up. 
These had to be handled and cleared away 
before there was a readiness to deal with 
mental health per se. The writer’s clinical 
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background was of considerable value in 
this connection. It would have been even 
more helpful had the writer had some ex- 
perience as a teacher or school adminis- 
trator. 


4. The program would have been con- 
siderably strengthened if a continuing focus 
on research had been developed as an in- 
tegral part of the total plan. This would 
also have afforded a major opportunity for 
faculty sharing and participation in the 
development of the program. 


5. The scope of responsibilities for the per- 
son or persons who are constructing and 
developing a program should be carefully 
planned and explicitly outlined with regard 
to realistic limitations. It is easy to become 
overly enthusiastic over the scope of a new 
program. It should be clear from this article 
that the program described actually en- 
compasses three full-time programs. This 
is not to decry the values gained from this 
pioneer project. It is to point out some of 
the pitfalls inherent when personnel is 
spread thin. 


6. It is of considerable importance to invite 
a maximum involvement of administrative 
superiors in program planning as well as 
to keep them up to date on program devel- 
opments. This would seem to be especially 
desirable in the area of mental health edu- 
cation, a relatively new field and a program 
entity which is still struggling for recogni- 
tion. 

The program at the University of Georgia 
was conceived as a demonstration project. 
It was one of the first such projects in the 
country and was basically a pioneering ven- 
ture. As a result, no clear-cut definition of 
commitments and responsibilities were 
worked out by the college of education and 
the state division of mental health in re- 
gard to the future of the program. Instead, 
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the program has been carried on a year-to- 
year basis with an understanding as to its 
continuation but with no definitely formu- 
lated commitments as to its future. It is 
of particular importance that there be 
clear commitment in regard to financial 
support of such a program. Administrative 
responsibility and financial responsibility 
should be carefully coordinated. 

It is the writer’s conclusion that if similar 
programs of mental health in education are 
organized, these would be strengthened if a 
minimum of five years be designated as a 
demonstration period. At the end of this 
time an evaluation may be undertaken 
by cooperating institutions. It would 
strengthen such programs if both institu- 
tions, at the onset, would clarify their ex- 
pectations and define their possible com- 
mitments for the future of the program, 
contingent, of course, upon the evaluation 


at the end of the five-year period. 
The field of mental health in education 


offers manifold opportunities for develop- 
ing preventive programs at a comparative 
minimum of cost while reaching a maximum 


of the growing population. It is an area 
in which considerable basic groundwork 
and pioneering is being done but which is 
also at a stage of growth where sound pro- 
grams can be built and results demonstrated. 
It is hoped that this article will stimulate 
further thinking and exploration in the de- 
velopment of mental health programs in 
education. 
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Costs of alternatives 
to hospitalization 


The economics of mental health has not re- 
ceived the attention it deserves. Treatment 
delays and inadequacies are repeatedly ex- 
plained in terms of limited budgets. Yet 
there has been little careful study of treat- 
ment costs. Appraisals of program costs 
are seldom keyed to treatment results, so 
that the real costs of returning the patient 
to social responsibility can be missed. 

In these days when difficult decisions are 
being made about the allocation of tax 
dollars among highway construction, 
schools, mental health and missile pro- 
grams, it seems imperative that mistaken 
economies be avoided. The cheapest pro- 
gram per hour of treatment is not neces- 
sarily the cheapest from the viewpoint of 
the total cost of returning patients to social 
usefulness; neither is the most expensive 
program in the short run necessarily the 
most expensive in the long run. 

Another aspect of the problem is the 
need to provide psychiatric service within 


the range of the ability to pay of the great 
middle-class population. Out of the past 
era of hopelessness has grown a dependence 
on the State to assume a large part of the 
cost of psychiatric treatment. Although 
this was appropriate at a time when the 
outlook for most patients was long-term 
hospitalization, with the more favorable 
picture today the average family should be 
as well able to pay for psychiatric treatment 
as for medical or surgical care. 

Butler Health Center is a private non- 
profit institution. It was set up to provide 
a flexible treatment program, providing 
not only intensive in-service treatment but 
a variety of alternatives to hospitalization 
such as out-patient treatment, day hospital, 
night hospital, home care, and other part- 
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time hospitalization. These services are 
quite flexible, with easy movement of the 
patient from one to another determined 
largely by clinical indications. There is 
some bias against long-term hospitalization, 
considering that it segregates the patient 
from community life to such an extent that 
in itself it creates handicaps making it diff- 
cult for the patient to return to the com- 
munity. A grant from the United States 
Public Health Service financed the project 
to study these alternatives to hospitaliza- 
tion, and this paper presents the economic 
aspects of the program. The setting for the 
study provided some unique opportunities 
to compare costs of different treatment 
methods, yet the results should have general 
application. No reason is seen for their 


not being applicable to the treatment pic- 
ture in all parts of the world where pro- 
fessional services are similarly paid. 


An economist looked at these treatment 
programs, made his own selection of cases 
for study, worked out costs of treatment 
related both to cost per hour of hospital 
services, and total cost for the illness. The 
economic picture here presented can 
sharpen our perspective on this aspect of 
our work. 


SCOPE AND METHOD 


What is examined here is the cost of thera- 
peutic treatment programs which are alter- 
natives to prolonged hospitalization. The 
study covers the period from March 1957 
through December 1958 and includes data 
on 42 patients chosen at random from a 





1In estimating the cost to mental health center, 
the eventual incidence of the cost of operation is 
not considered. Subsidies in the form of research 
grants, endowments and gifts are ignored. Since 
our interest is in the cost of functions performed 
rather than the cost to the institution, costs are 
calculated as if Butler Health Center would perform 
its functions regardless of subsidization. 
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list of 238 alternatives patients. Each of 
these patients was either recommended to 
Butler Health Center for hospitalization or 
was seriously considered for hospitalization 
at or near the date of admission. Most 
were admitted, instead, to the day-patient 
or the out-patient departments, while six 
received temporary in-service treatment (14 
days or less). 

The study is divided into three parts. 
The first two refer to the cost to the mental 
health center: } 1) comparison of the rela- 
tive costs of different patterns of treatment, 
all of which are alternatives to hospitaliza- 
tion, and 2) comparison of the cost of these 
alternatives as a group with the cost of 
hospitalization itself. The third part refers 
to the cost to the community in which the 
mental health center is located. It com- 
pares the cost to the community of different 
patterns of alternatives treatment and the 
cost of alternatives versus hospitalization. 

From a broad viewpoint the mental 
health center is regarded as performing 
three basic functions: 1) psychiatric service, 
2) research and 3) professional instruction. 
Each function is performed at some cost, 
and all costs are classified as variable or 
fixed. Variable costs are defined as those 
which are assignable to the treatment of 
individual patients and which vary with 
the amount of treatment rendered. Fixed 
costs are those which are unassignable and 
which do not vary with the amount of 
treatment rendered to any one patient. 

The following items were found to enter 
into the cost of treatment. 


Variable cost items 


. Intake and diagnostic 

. Individual psychotherapy 
. Group psychotherapy 

. Psychological testing 

. Rehabilitation counseling 
. Social casework 

. General nursing care 





8. Visiting home nursing care 

9. Occupational therapy 

10. Lab and X-ray 

11. Drugs 

12. Electric shock therapy 

13. Psychiatric administration of patients’ practical 
affairs, program supervision and staff conferences. 


Fixed cost items 


1. Research and professional instruction 
2. Fixed cost of physical plant: depreciation, admin- 
istrative salaries, care of grounds, heat, light, etc. 


Since the variable costs depend upon the 
amount of service rendered, the amount of 
each type of service for each patient was 
tabulated from institutional records and its 
cost computed. From the items which in- 
volve fixed costs, all patients benefit as a 
collective group. Being unassignable, the 
total fixed cost was allocated over all pa- 
tients. Since the costs of research and in- 


struction are practically inseparable, the 


combined cost of both was estimated and 
allocated equally over all patients in the 
census, regardless of the department in 
which treatment was received. The fixed 
cost of physical plant was pro-rated depart- 
mentally, depending on the degree to which 
the several departments utilized the physi- 
cal facilities. Then within each department 
the cost was allocated equally over all pa- 
tients in the census of that department. 


COSTS OF DIFFERENT 
PATTERNS OF ALTERNATIVES 


The service items giving rise to variable 
costs listed above (except lab and X-rays, 
drugs and program supervision) can be ex- 
pressed in hours of service. For each of the 
service items listed by hours the cost of 
rendering one hour of that service was esti- 
mated. It includes not only the cost of 
that hour of service but also all associated 
costs such as secretarial time, report writing 
and recording, test interpretations, cost of 
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materials, and so on. For instance, for one 
hour of individual therapy this cost would 
include the cost of one hour of the thera- 
pist’s time, the cost of the therapist’s time 
required for report writing, the cost of sec- 
retarial time, and the cost of materials and 
supplies used. 

After the cost per hour for one type of 
service was computed, it was multiplied by 
the number of hours of that service ren- 
dered to each patient to get the total cost 
of that service to the patient. For a given 
patient the total cost of all the items was 
summed and divided by the total number 
of service hours to obtain the variable cost 
per service hour for that patient. To this 
was added the fixed cost per service hour to 
get the combined cost per service hour. 
Total fixed cost was divided by what hos- 
pital officials regarded as the “normal” 
census of patients in each department with 
the given plant and given size of staff to 
find the optimal total fixed cost per patient. 
This figure was then reduced to fixed cost 
per service hour by dividing by the total 
number of service hours for each patient. 

Some definite patterns of treatment 
emerge. These have been classified and 
their costs recorded in Table 1. A group of 
19 patients formed a pattern characterized 
by relatively large amounts of occupational 
therapy (over 80% of total service hours) 
and group therapy (10% or less of total 
service hours). This Pattern A shows the 
smallest cost per service hour per patient 
because of the relatively large ratio of pa- 
tients to staff in the treatment pattern. It 
also reflects a heavy dependence on general 
milieu therapy. The cost of Pattern A is 
only about 59% of the cost of Pattern B, 
the pattern which shows the second smallest 
cost. It is approximately 18% of the cost of 
the most expensive pattern of treatment, 
Pattern E. 

Pattern B contained larger amounts of 
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group therapy (G.P.) and less occupational 
therapy (O.T.), compared with Pattern A. 
It also shows a greater cost per service hour 
per patient. Pattern C, with temporary in- 
service and occupational therapy dominant, 
is an intermediate cost treatment. Statisti- 
cal tests indicate that its cost does not differ 
significantly from the cost of Pattern B (see 
footnote to the Table). 

Finally, the most expensive patterns of 


TABLE 1 


Costs per service hour to the health center 
for different patterns of alternatives treatment * 


treatment are those characterized by a low 
ratio of patients to staff and treatment by 
more costly personnel (because of the 
greater training required). The higher 
costs of individual therapy (I.T.) and psy- 
chological testing are reflected in Patterns 
D and E, which do not differ significantly. 

A meaningful cost comparison must take 
into account the effects produced by differ- 
ent patterns of treatment. For example, 





NUMBER AND 
PERCENTAGE 
OF PATIENTS 


PATTERN OF TREATMENT 


AVERAGE AVERAGE 
VARIABLE FIXED COMBINED 
COST PER COST PER COST PER 

SERVICE HOUR SERVICE HOUR SERVICE HOUR 


PER PATIENT PER PATIENT PER PATIENT 


AVERAGE 





No. % 


$ $ $ 





Pattern A: 19 45 
(1) O.T: more than 80% 
(2) G.T: 0 to 10% 

Pattern B: 

(1) O.T: 65 to 80% 
(2) G.T: 11 to 20% 

Pattern C: 

(1) In Service: 1 to 14 days 
(2) O.T: 50 to 70% 

Pattern D: 

(1) LT. more than 50% 

Pattern E: 

(1) LT: 20 to 40% 

(2) Remainder generally 
distributed with more 
than average testing 


.68 2.12 





Totals: 





Average for 42 Patients 


2.09 2.32 4.41 





* The null hypothesis that there is no difference among the mean costs of different patterns of alterna- 
tives in the statistical population was tested. Using the 5% level of significance it was found that the 
difference in cost between Patterns B and C is not significant. Neither is the difference between Patterns 


D and E. All other differences in cost are significant. 
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Pattern D may cost roughly five times as 
much in dollars as Pattern A, but it may 
prove to be more than five times as effective 
in terms of therapeutic achievements. Based 
on the results produced, then Pattern D 
would be less costly than Pattern A. To 
meet this problem a psychiatric evaluation 
of each patient was given by at least three 
staff members who had close contact with 
the patient. Evaluation as of the date of 
admission was as follows: 
Sick, disabled or disturbed: 


Mildly—1 
Moderately—2 
Very—3 


For computation purposes the numbers in 
the parentheses refer to the code used to 
compute averages. Evaluation as of the 
date of discharge contained the categories: 


Much worse—1 
Moderately worse—2 
Mildly worse—3 

No change—4 

Mildly improved—5 
Moderately improved—6 
Greatly improved—7 


From the numerical scale assigned to each 
category the average for the patients in each 
pattern was computed. The larger the 
average (for both admission and discharge) 
the greater is the success achieved by a 
pattern. The average evaluation at admis- 
sion for all 42 patients is 2.21, and at dis- 
charge 5.68. No statistically significant dif- 
ference could be found among the various 
patterns. Therefore, we may conclude that 
the dollar estimates as computed for these 
patients reflect real relative differences in 
the costs of patterns of alternatives treat- 
ment. 

Certain further inferences may be drawn 
from these results. There are two domi- 
nant influences which contributed to low- 
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cost treatment: 1) treatment patterns in- 
volving a high ratio of patients to staff and 
where general milieu plays an important 
role, and 2) treatment patterns which utilize 
staff with lesser formal training under the 
supervision of one or more senior staff mem- 
bers. If, as the data do indicate, these 
methods of psychiatric treatment can be 
used effectively, the cost of alternatives 
treatment can be greatly reduced for pa- 
tients for whom these types of treatment 
are appropriate. 

At this point a word of caution should be 
injected. The cost per service hour pro- 
vides a convenient standard by which dif- 
ferent patterns of alternatives to hospital- 
ization may be compared. This does not 
imply that any direct cost comparison can 
be made between these alternatives and 
long-term custodial hospitalization. The 
general frames of reference and the objec- 
tives of these two psychiatric techniques 
are entirely different. Nor can a valid 
comparison be made between these cost es- 
timates for alternatives and cost estimates 
for mental health centers with radically 
different physical plant or scale of research 
—if the mental health center engages in re- 
search at all. For these two factors will 
largely determine the size of fixed costs. 
However, the cost of alternatives treatment 
as a whole may be compared with non- 
custodial—that is, intensive-treatment— 
hospitalization (such as that pursued at 
Butler Health Center). In this case the 
goals of psychiatric service, the size and 
state of physical plant and the scale of re- 
search are similar if not identical. 


COST OF ALTERNATIVES VERSUS 
COST OF HOSPITALIZATION 


The peculiarities of in-service treatment— 
particularly room and board, nursing care 
and general milieu—demand another ap- 
proach for the comparison of hospitaliza- 
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tion with alternatives as a group. Total 
cost comparisons are more meaningful for 
this purpose. Consequently, the total cost 
for an average alternatives patient is com- 
pared with the total cost for an average 
in-service patient. 

The total cost over the entire duration 
of treatment was tabulated for each of the 
42 patients, and the weighted average was 
computed. How much in-service treatment 
could be given for this same total cost? 
The cost per patient per day for in-service 
was estimated for the period January, 1958 
to December, 1958 inclusive.? This figure 
was divided into the total cost per patient 
for alternatives treatment to obtain the 
number of days of in-service which could 
be given for the same sum. It amounts to 
23.41 days. 

However, the average length of stay for 
in-service patients for the same period is 
36.30 days. Consequently, the total cost of 
alternatives treatment is less than the total 
cost of hospitalization. How much less is 
determined by the ratio 


Days of treatment for same 


cost as alternatives 23.41 


a = .64. 
36.30 





Actual days of in-service 
treatment 





2 The estimate omitted geriatrics patients and chronic 
psychotics as not relevant to comparison with alter- 
natives. 

3 Using the scale described in the previous section, 
the mean evaluation at admission for the 42 alterna- 
tives patients is 2.21 with a standard deviation of .49 
and a range of 1.17 to 3.00. The mean evaluation 
for hospitalized patients is 2.41 with a standard de- 
viation of .52 and a range of 1.56 to 3.00. For the 
alternatives patients the mean evaluation at dis- 
charge is 5.68 with a standard deviation of .90 and a 
range of 3.78 to 7.00. The hospitalized patients 
show a mean evaluation at discharge of 5.65 with a 
standard deviation of .73 and a range of 4.08 to 7.00. 
The null hypothesis that there is no difference in 
the means for the two groups at admission and at 
discharge was tested at the 1% level of significance 
and accepted, 
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In other words, by an expenditure of less 
than two-thirds of the cost of hospitaliza- 
tion, the same “degree of cure” can be 
achieved for patients of a comparable de- 
gree of mental illness. 

The comparison is valid, of course, only if 
the alternatives patients are psychiatrically 
comparable with the in-service patients. 
That the in-patients showed roughly the 
same degree of illness and improvement as 
did the alternatives patients is substantiated 
by a psychiatric evaluation identical with 
that used to compare different patterns of 
alternatives. A sample of 50 discharged 
in-patients was chosen at random from a 
list of all discharged in-patients for the year 
1958. The degree of illness and improve- 
ment of these hospitalized patients was com- 
pared with the degree of illness and im- 
provement of the alternatives patients. No 
significant difference was found.’ 


COSTS TO THE COMMUNITY 


The costs of mental illness to the commu- 
nity as a whole encompass many kinds of 
financial burdens, each calling for an ex- 
penditure that must be borne by the pa- 
tient, his family or some community agency. 
The costs include the actual monetary out- 
lay to the psychiatric institution, care of 
dependents, costs of property damage, costs 
of social rehabilitation, and so on. From a 
practical viewpoint it is impossible to ob- 
tain reliable empirical data on several of 
these costs. For this reason we shall ap- 
proach the costs to the community in terms 
of three observable phenomena: 1) the 
monetary outlay to the psychiatric institu- 
tion to meet the cost of treatment, 2) the 
income foregone by the patient during the 
period of treatment, and 3) the care of 
dependents. 

We shall assume that the first of these is 
equal to the costs incurred by the mental 





health center, which were discussed in the 
two previous sections. That is, either the 
patient or some other members of the com- 
munity pay this full cost by direct outlay 
or by community-subsidized psychiatric 
treatment. The second cost item, loss in 
the patient’s income, reflects a net loss in 
economic productivity for the community as 
a whole. Assuming relative full employ- 
ment of community resources, the third 
component also reflects a decline in pro- 
ductivity as a result of the diversion of re- 
sources (human and non-human) from other 
productive functions in order to carry out 
the economic function formerly performed 
by the patient. 

.To compute the cost component consist- 
ing of monetary outlay the estimates of the 
preceding sections were used. The cost per 
day was multiplied by the number of days 
of treatment to get the total outlay. To 
this was added the net income lost from 


unemployment during the period of treat- 


ment. Finally, the third component, ex- 
penses for care of dependents (if any) per 
day, was calculated for each patient and 
multiplied by the number of days the pa- 
tient was away from home for psychiatric 
treatment. The sum of these three com- 
ponents yields an estimate of the community 
costs for each patient. 

The total cost for each of the alternatives 
patients was computed and divided by the 
number of patients to find the average cost 
per patient for the alternatives as a group. 
This figure is compared with the community 
cost of hospitalization for patients of 
roughly the same income (same occupation), 
the same number of dependents and the 
same degree of mental illness. It was found 
that the cost to the community for alterna- 
tives treatment is approximately 41% of the 
cost to the community of hospitalization.5 

The reasons for this substantially lower 
ratio as compared with the cost to the health 
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center (.64) are clear. The total monetary 
outlay was less for alternatives, and it was 
spread over a somewhat longer period of 
time. Moreover, the smaller costs from loss 
of employment and care of dependents fur- 
ther reduced the ratio. Alternatives patients 
were put in a position to exercise some care 
for dependents through more frequent and 
closer contact with the family. When trans- 
ferred to the out-patient department, their 
income-earning power also increased sig- 
nificantly. These results suggest that psy- 
chiatrically effective treatment as alterna- 
tives to hospitalization can greatly reduce 
the economic burden to the community of 
operating successful mental clinics. 

Based upon the same concept of costs to 
the community, the five patterns of alterna- 
tives shown in Table 1 were also compared. 
The striking fact here is the different rank- 
ing of the patterns. Table 2 shows the 
total costs to the community expressed as 
percentages of the total cost of Pattern A 
and ranked in increasing sequence of cost. 
Also shown in Table 2 for comparison are 
the costs per service hour of different pat- 
terns to the health center. Patterns D and 
E, characterized by a predominance of in- 





4 The occupations of the alternatives patients were 
recorded and the gross income per day for each 
occupation in the locality of employment was esti- 
mated. The gross income was adjusted for tax de- 
ductions (based on number of dependents, medical 
expenses not reimbursed and standard other deduc- 
tions). The net loss in income per day was multi- 
plied by the total number of days unemployed to 
obtain the final estimate. For patients with no re- 
munerative employment (housewives, students, etc.), 
the gross income was considered to be zero, and tax 
deductions were attributed to the income of the 
head of the household. Consequently, the net loss 
of income from unemployment was negative in some 
cases. This was in all cases offset by positive costs 
for care of dependents in the third component. 


5 The cost difference is statistically significant at the 
5% level. 
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TABLE 2 


Costs of different patterns of alternatives treatment 


(Costs are expressed as percentages of Pattern A.) 





TOTAL COST PER PATIENT 
TO THE COMMUNITY 


COST PER SERVICE HOUR PER PATIENT 
TO THE HEALTH CENTER 





Pattern D 
Pattern E 
Pattern C 
Pattern A 
Pattern B 


100.0 
169.3 
218.4° 
500.94 
535.84 


Pattern A 
Pattern B 
Pattern C 
Pattern D 
Pattern E 





* + Not significantly different. 


dividual therapy and testing, showed the 
highest cost per service hour because of the 
low ratio of patients to (highly skilled) 
staff. However, in the total cost to the 
community they appear to have the small- 
est cost. The difference between Patterns 
A and C, the intermediate cost patterns, 
are not statistically significant. 

The main reasons for the low cost of Pat- 
terns D and E are three: 1) Outpatients re- 
quire a smaller fixed cost of physical plant, 
and all patients in Patterns D and E evi- 
dence a proportionately large amount of 
total time as out-patients. 2) When patients 
were transferred from in-service or day- 
service to the out-patient department, their 
income-earning power increased substanti- 
ally. 3) Correlated with the patients’ in- 
creased earning was reduced cost to the 
community for care of dependents, which 
could not be achieved to nearly the same 
degree by temporary in-service or day-pro- 
gram treatment. 

We may conclude that though the cost 
per service hour is largest for Patterns D 
and E, in the long run the total cost to the 
community is smallest. Given that all al- 
ternatives on the average show a smaller 
cost to the community than does hospital- 
ization, in the case of patients for whom 
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individual therapy on an out-patient basis 
is recommended as an effective alternative 
to hospitalization, the costs of treatment 
are least. 


CONCLUSION 

Certain generalizations emerge from this in- 
vestigation. If we assume the observations 
on the 42 alternatives patients and the 50 
hospitalized patients comprise a random 
sample from a normal population, we may 
infer the probable “true” cost differentials 
for the population. The 95% confidence 
limits for the mean total costs in the sample 
were computed. With respect to the cost 
to the mental health center, in the long run 
on the average in 95 cases out of every 100, 
the cost of treatment according to some 
alternatives program will range between 49 
and 80% of the cost of hospitalization. 
With respect to the cost to the community, 
it will range between 29 and 57% of the 
cost of hospitalization. 

Significant differences in the patterns of 
alternatives treatment also exist. Where 
psychiatric effectiveness can be obtained by 
combinations of milieu treatment and 
group therapy, the cost per service hour per 
patient to the mental health center can be 
reduced. However, because of the inclusion 





of income foregone and the cost of care for 
dependents, the ranking of total costs of 
different alternatives to the community dif- 
fers. Treatments characterized by rela- 
tively large amounts of individual therapy 
on an out-patient basis show the least total 
cost to the community in the long run. 
An economic approach to determining 
costs of various patterns of psychiatric treat- 
ment is feasible—and might well find more 
general application. The range of patterns 
identified with their widely ranging costs 
was, in a way, a remarkable finding. Al- 
though we all have a constant realization of 
the greater costs of one treatment procedure 
than another, this fact is often overlooked. 
When it is recognized, it is considered more 
as the expense of a particular treatment 
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rather than as a total comprehensive pattern 
of treatment. 

Also, in out-patient treatment it is easy 
to overlook the immense difference between 
maintaining the patient as a functioning 
citizen in the community, even at substan- 
tial expenditure for psychotherapy, and the 
total burden of removing him to in-patient 
hospitalization. 

This is in many respects a pilot project 
which should lead to a clearer evaluation 
everywhere of treatment costs in many dif- 
ferent settings. It demonstrates a differ- 
ence in cost of a variety of treatment pat- 
terns, and when thought of in terms of the 
private or public cost of treatment of the 
mentally ill, it suggests that further studies 
of this type will prove valuable. 








KURT WOLFF, M.D. 


The volunteer as a member 
of the psychiatric team 


That the volunteer service is of great im- 
portance for the patients in mental institu- 
tions is a fact no psychiatrist or hospital ad- 
ministrator doubts any more. Quite a few 
studies have been undertaken on this sub- 
ject, directed toward a more effective or- 
ganization of the volunteer service. 

The philosophy behind the service, how- 
ever, is not always completely understood. 
Frequently the volunteer starts to work, not 
only without sufficient training for her du- 
ties, but also without the right understand- 
ing of what her service means to the hos- 
pital, to the patients and to herself. The 
goal to be reached, the attitude to be taken 





Dr. Wolff, former clinical director of Galesburg 
State Research Hospital in Galesburg, Ill., gave 
this paper at a conference of the hospital's volun- 
teer services staff held in March 1959. Dr. Wolff 
is now assistant director, Professional Services for 
Education, Veterans Administration Hospital, 
Coatesville, Pa. 


206 


during her service, the rationale behind the 
organization into which the volunteer 
should be fitted, and the dynamics involved, 
are rarely discussed. Therefore the volun- 
teer service is often not so effective as it 
should be. The patients might even become 
more disturbed by the volunteers’ attitudes, 
and the volunteer herself might feel un- 
happy, lost, and “left out.” 

It is a fact that some volunteers work 
most effectively on individual assignments. 
These are volunteers who have had some 
previous training and experience with pa- 
tients and who possess special talents, such 
as playing an instrument, singing, doing 
crochet work, teaching gymnastics or danc- 
ing, or who are experts in some other recre- 
ational field. These volunteers should be 
considered on an individual basis and 
placed in assignments for which they are 
best fitted. Other volunteers, however, work 
best as a member of a psychiatric team in 
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which every individual has an assignment 
and works harmoniously with other team 
members toward a common therapeutic 
goal. The goal might be helping an un- 
communicative, shy and withdrawn schizo- 
phrenic patient to improve his interper- 
sonal relationships or finding a therapeutic 
outlet for the aggressive drives of an es- 
sentially hostile and occasionally. disturbed 
patient. 

In my own experience of mental hos- 
pitals, I have found the second approach, 
more suitable and more effective for the 
majority of volunteers, and therefore this 
paper will deal with the team-member vol- 
unteer. Both kinds of volunteers however 
—the team member and the volunteer work- 
ing on a more individual basis—need close 
supervision in the form of encouragement, 
advice regarding the right attitude to be 
taken toward the patient and the meaning 
and goal of the therapeutic approach. This 
supervision should be given by the volun- 
teer supervisor who is responsible to the 
chairman of the psychiatric team, the psy- 
chiatrist. 

As a member of the psychiatric team, the 
volunteer has to accept and understand its 
ideas and methods of work, and gain in- 
sight into her own possibilities and limita- 
tions. The volunteer, indeed, should ac- 
quire the feeling of belonging to the team. 
This team should be guided by the psychi- 
atrist with a psychologist, a social worker, 
an adjunctive therapist, a psychiatric aid, 
and a volunteer (or a group of volunteers) 
as members. 

From staff meetings and discussions 
among the members of the psychiatric team, 
the volunteer should learn the patients’ 
motivations and psychological needs. Only 
when the volunteer is sufficiently oriented 
regarding the dynamics and the background 
of the patient and acquires some under- 
standing about the patients’ emotional dis- 
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turbances, will she be able to become a use- 
ful member of the psychiatric team and 
help to fulfill the patients’ psychological 
needs. According to Maslow,! the psycho- 
logical needs of a patient represent one of 
the greatest problems in understanding and 
handling the patient. When very little is 
known about a patient’s conscious or un- 
conscious needs and motivations, no mem- 
ber of the psychiatric team can be of thera- 
peutic usefulness in helping his adjustment, 
or his improvement and rehabilitation. 
First of all it is important to find out, on an 
individual basis, the nature of these psy- 
chological needs and the reason why fulfill- 
ment of them was not possible before his 
hospitalization. Only then is the psychi- 
atric team in a better position to help a 
patient, directly or indirectly, by giving him 
that for which he is longing. Sometimes, 
we might be of assistance by influencing the 
patient’s motivations or finding outlets or 
sublimations for his drives. 


It is well known that every individual has 
psychological needs. The most important 
and urgent ones are: the need for safety, 
representing a reaction to threats and 
danger caused frequently by assault, separa- 
tions, divorce, death of a relative, by some 
kind of physical disability, or by unemploy- 
ment and its consequences; the need to be- 
long to a group and to be loved, the possi- 
bility to give and to receive affection and 
to be accepted by a group of friends or 
neighbors. In connection with this, there 
are the needs for esteem, self-respect and 
prestige, which for every individual have to 
be earned and which are dependent on the 
opinion of others. Furthermore, there are 
esthetic needs which might be a necessity 
for many persons who become disturbed 





1 Maslow, A. H. Motivation and Personality. New 
York, Harper & Brothers, 1954. 


207 





by merely looking at ugly things. Finally, 
there are the needs of self-actualization 
which by no means are to be under-esti- 
mated. Every one of us should do that for 
which he is best suited and should not be 
forced to choose an occupation he dislikes. 

Many of our patients were unable to ful- 
fill such needs in the past, causing them to 
become upset, excited, irritable, negativ- 
istic, hostile or depressed and consequently 
in need of psychiatric treatment. Very fre- 
quently, the patient’s needs are not easily 
understood because they are of an uncon- 
scious nature. They might be due, for in- 
stance, to feelings of guilt, to criminal 
thoughts or actions, or to unconscious feel- 
ings of hate toward a near relative and so 
have become the real cause of a psychotic 
depression. For many of our patients, hos- 
pitalization could have been avoided if 
their needs had been recognized in their 
previous environment and treated. Once a 
patient is hospitalized, however, we have to 
be aware of the fact that the fulfillment of 
these needs is a necessity. Without knowl- 
edge and fulfillment of these needs, in or 
outside of the hospital, the patient can’t 
improve or find his way back to his family 
and to his community. If we want our pa- 
tients again to become useful and happy 
members of their own environment, we 
must give them what they really need in 
and outside the hospital. 

Therefore, the goal of the members of 
the psychiatric team should be that of un- 
derstanding and trying to fulfill the pa- 
tients’ needs and helping them in their 
rehabilitation. The volunteer, as a mem- 
ber of the psychiatric team, should know a 
great deal about the patients’ needs and 
motivations, and should direct her gestures, 
words, and actions accordingly. Every pa- 
tient is an individual and has to be observed 
and understood separately. 

Once the volunteer has learned the pa- 
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tients’ needs, her role can be one of several. 
She might be assigned to a single patient or 
to a group of patients, in the role of a 
mother, a figure that the patient has missed 
all his life. She might be helpful in assist- 
ing a patient toward recovering his self- 
esteem, injured by mistakes or failures. She 
might help a patient to regain confidence 
from knowing he is liked and accepted; or 
she might urge him to become a member 
of a group and thus overcome loneliness 
and isolation; and finally, she might be 
helpful in restoring his feeling of being 
safe and protected. The volunteer could 
be very useful in showing a patient a new 
way toward self-actualization; she can give 
him support in expressing a forgotten or 
neglected talent—such as playing a musical 
instrument, singing, painting, or writing 
poetry. 

The volunteer may befriend the patient 
through various means: bus rides, walking 
on the grounds, group singing, piano or 
sewing lessons, bingo playing or shopping 
tours. It is important, however, that the 
volunteer realize that the purpose of her 
service is a therapeutic one. Entertainment 
is not the therapeutic goal, but it is essen- 
tial to form an interpersonal relationship 
based on liking of the patient, sympathy 
with, and real understanding of his prob- 
lems. Only when such a relationship be- 
tween volunteer and patient has been es- 
tablished can the volunteer be considered a 
useful member of the psychiatric team. All 
this can be, and should be, done by the 
volunteer once he or she has enough under- 
standing of the patients’ needs. 

But the possibilities and responsibilities 
of the volunteer are not limited to service 
inside a hospital. The experienced volun- 
teer may represent, with tact and sympathy, 
the most important and urgently wanted 
bridge for a patient’s return to his environ- 
ment and community. She might help a 
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patient to readjust himself to the circle of 
his family, to a foster home, or to an old 
age home by giving him support, visiting 
him and continuing to show interest in him 
after he leaves the hospital. The volunteer 
can try to introduce the patient to neigh- 
bors, help him to form new friendships and 
find recreational activities outside the hos- 
pital, accompany him to church activities, 
and eventually, help him to find the right 
kind of employment. 

Finally, the volunteer can become very 
useful and important to the psychiatric 
team by assisting in the common fight 
against discriminatory treatment of the men- 
tally sick. The volunteer, knowing about 
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the emotional disturbance of the patient 
and his improvement through psychiatric 
treatment, can help to convince members of 
the community that a patient released from 
hospitalization can again lead a normal life. 


The volunteer might become a valuable 
helper for the psychiatric team, indeed, by 
trying to make the community aware of the 
fact that a psychiatric patient is essentially 
no different from any other patient suffer- 
ing from a disease which at times causes 
handicaps and limitations; that the men- 
tally sick person can improve and again 
become a useful and accepted member of 
his community. 








CLARENCE GROTH, M.S.W. 
HIRAM GORDON, Pu.D. 
FRANK DIETRICH, M.S.W. 


The problem of unvisited patients 
in a mental hospital 


It is generally conceded that the visits of 
relatives, except in some unusual cases, can 
be of considerable help in the treatment and 
rehabilitation of mental patients (2, 3, 4, 8). 
Most mental hospitals have a considerable 
number of patients who have not been 
visited by any of their relatives for many 
months. With the exception of an article 
by Sommer (9) there is little information on 
the magnitude of the problem, the reasons 
for its existence, and what might be done to 
alleviate it. 

This study of unvisited patients was done 
at the VA Hospital at Fort Lyon, Colo., a 
681-bed hospital for neuropsychiatric male 
patients. It is somewhat isolated; the near- 
est city of more than 10,000 people is Pueb- 
lo, about 100 miles distant. Most rela- 
tives of the patients live more than 100 
miles from the hospital, and some difh- 





Mr. Groth and Dr. Gordon are with the psychiatric 
evaluation project unit at the VA hospital at Fort 
Lyon, Colo. Mr. Dietrich is chief of the social serv- 
ice department at that hospital. 
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culties are encountered by those who must 
use public transportation to reach the 
hospital. 


DISTRIBUTION AND 
CHARACTERISTICS OF 
UNVISITED PATIENTS 
There were 646 patients at Fort Lyon on 
February 4, 1958. Of these, 263, or 41% of 
the total, neither had had a visitor for a year 
or more nor had left the hospital to visit 
with relatives. Of the 263, 101 patients, or 
16% of all the patients, had never had a 
visit since the start of their hospitalization. 
Several had not had a visit for 25 years. 

One characteristic of the unvisited pa- 
tients was their significantly greater age 
than the visited patients. The median age 
of all hospital patients as of November 12, 
1957, was 46 years, whereas the median age 
of the unvisited patients was 61 years. It 
was found that 65% of all patients above 
the age of 60 were among the unvisited 
patients. 

From a strictly statistical standpoint, the 
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TABLE | 


Age of unvisited patients as compared by age group 
with the total hospital population * 





PERCENTAGE 
OF TOTAL 
UNVISITED 
PATIENTS 

IN AGE GROUP 


NUMBER OF 
UNVISITED PATIENTS 
IN AGE GROUP 


PERCENTAGE 
OF HOSPITAL 
POPULATION 


NUMBER 
OF PATIENTS 
IN AGE GROUP 





50 7.6 1.9 

$2.2 13.3 

109 16.4 10.3 
44 6.7 13.7 

245 fF 60.8 
661 100.0 100.0 





df —4 p< .001 


percentage of unvisited patients in an age 
group should be about the same as the per- 
centage of all hospitalized patients in that 
certain age group. In the first three age 
groups, up to age 49, there was a lower per- 
centage of unvisited patients than for the 
total hospital population. In the last two 
groups, particularly the 60 and older group, 
there was a higher percentage of unvisited 
patients than for the total population. 
The average length of hospitalization of 
all unvisited patients was 14.7 years whereas 
the same average for all patients (as obtained 
from a 20% sample of the hospital in No- 
vember 1958) was 9.9 years. The length of 
hospitalization of unvisited patients was 
significantly greater (p < .001) than for the 
total population. These findings tend to 
agree with Archese (1) and Sommer (9) who 
found the longer the length of hospitaliza- 
tion, the fewer visits there were. Both au- 
thors maintained that length of hospital- 
ization had a closer relationship to fre- 
quency of visits than did the patients’ ages.? 
A surprisingly large percentage of the un- 
visited patients (58%) had never been mar- 


ried. According to the 1950 Census (10) 
only 14.4% of males 20 years of age or over 
in the United States are single. Also, 50% 
of the few married patients in the unvisited 
group were divorced or widowers. The 
case records suggest that these divorced men 
were usually given up by their wives when 
it became clear that their husbands had a 
poor possibility of taking up a productive 
life again. 

Every patient admitted to a VA Hospital 
has entered in his record the name of a per- 





1 As of November 12, 1957. 


2 Sommer found that the age of patients had no 
relation to whether a patient was receiving visits 
and that there was not a direct relationship between 
the age of patients and their lengths of hospitaliza- 
tion. Our findings do not agree on this point. For 
a ward studied at Fort Lyon patients’ ages correlated 
66 (p < .001) with their lengths of hospitalization. 


8 The Psychiatric Evaluation Project’s preliminary 
findings (7) indicate all VA mental hospitals have a 
high proportion of unmarried patients. Seemingly 
this is due, among other things, to married patients, 
as a group, leaving the hospital sooner and staying 
out longer. 
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son to be notified in an emergency, who is 
called “next of kin.” The 263 unvisited 
patients list the following next of kin: sib- 
lings for 49.8%; parents for only 14.4%; 
wives and children for even less (12.5%); 
other relatives are listed for the remaining 
patients, except for eight having no known 
kin. As 61% of the unvisited patients are 
over 60 years old, not many could be ex- 
pected to have living parents. Since the 
majority of these patients had never been 
married and most of those who had been 
were now divorced or widowers, it is clear 
why few wives or children were listed. The 
young patients tended to list parents as 
next of kin and the patients over 40 usually 
listed siblings. 

Our data seem to indicate that the farther 
a relative lives from the hospital, the less 
likely he or she is to visit. Of 101 patients 
never receiving a visit at Fort Lyon, only 


21% had listed relatives in Colorado. On 
one ward it was found that 47% of patients 
never having a visit had relatives living 
more than 500 miles from the hospital, 
while only 15% of patients having visits 
during the year had relatives living more 


than 500 miles away. Thus there seemed 
to be a lower frequency of visits where the 
listed relative lived outside the State of 
Colorado or more than 500 miles from the 
hospital.‘ 

Practically all of the unvisited patients 
would be considered chronic, rather than 
acute, patients. Also 77% of them were 
diagnosed as having a functional psychosis, 
which was not a significantly different per- 
centage from the hospital population as a 





4 Neither Archese (1) nor Summer (9) found that 
distance of residence from the hospital was related 
to frequency of visits to patients. However, the 
distances involved are not as great as at this hospital. 

5 The scale is too long to be given in this article. 
For a copy of the scale, details of its use, and norma- 
tive data see Psychological Monographs No. 441 (5). 
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whole. There was a slightly higher per- 
centage of patients with organic brain im- 
pairment among unvisited patients than in 
the whole population, probably due to the 
greater average age of the former group. 
It made no difference in the chances of be- 
ing unvisited whether or not the patient 
was of Spanish-American origin. 

If a patient is adjudged to have a dis- 
ability incurred during his service duties, 
he is called “service-connected” and usu- 
ally receives compensation. There was a 
smaller number (p < .01) of service-con- 
nected patients among the unvisited. The 
receiving of compensation may tend to en- 
courage the visits of some relatives. The 
effect of patients’ service-connection may be 
exaggerated here as there were less service- 
connected among the older patients, and it 
has already been demonstrated age was 
definitely related to the lack of visits by 
relatives. 

Each patient in the hospital had his be- 
havior rated in 11 different areas using the 
L-M Fergus Falls Behavior Rating Scale.5 
Each area was rated from 1 (worst) to 5 
(best) by the aide who knew the patient 
best. A patient's ratings in each of the 11 
measured areas of behavior were added and 
then divided by 11 to give an average be- 
havioral score for that patient. The mean 
of these average behavior scores on all pa- 
tients was 3.03. The mean for patients re- 
ceiving visits was 3.15; for those unvisited 
for one year it was 2.84, and for those never 
receiving visits it was 2.77. The distribu- 
tion of behavior ratings among the visited 
and unvisited patients was significantly dif- 
ferent from chance (p < .001). Inspection 
of our data shows that the visited patients 
tended to receive higher behavior ratings, 
while the patients in the two unvisited 
groups had lower behavior ratings. 

One ward (Upper 8) was studied in more 
detail. The visited patients on this ward 





tended to score better than the unvisited 
ones in the three behavior areas of response 
to meals, attention to dress and person, and 
attitude toward work. It is of interest that 
no unvisited patient on Upper 8 had even 
a fairly good attitude toward work. 


EFFECT OF VARIOUS KINDS OF 
LETTERS IN INDUCING VISITS 

As 41% of the patients in the hospital had 
not been visited by their relatives for at 
least one year, we wondered what could be 
done to improve the situation. Considering 
the shortage of hospital staff and of travel 
money, it seemed the best way to contact the 
relatives was by letter. What effect would 
letters have in securing replies and in mo- 
tivating visits? Would simple variations of 
letters cause differences in response? 

The usual type of letter to a patient's 
relative is “patient-centered;” it stresses the 
importance of the relative visiting in terms 
of its value to the patient. We wanted to 
know if a letter indicating an interest by 
the hospital in problems the relative might 
have because of the patient’s illness would 
be more effective in stimulating a visit. To 
investigate this matter, three different kinds 
of letters were composed to send to relatives. 
The kinds of letters were as follows: 1) a 
“patient-centered” letter emphasizing the 
value of a visit to the patient; 2) a “relative- 
centered” letter indicating that a social 
worker would be interested in discussing 
any problems, and 3) a similar letter refer- 
ring to emotional problems the relative 
might have because of the patient’s hospital- 
ization. The letters were short and all 
letters of one kind were alike except for 
appropriate changes to fit the chosen rela- 
tive.® 

The subjects for this investigation were 
the 112 unvisited patients who had rela- 
tives living within 500 miles of the hospital. 
These 112 patients were divided into four 
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groups with the patients equated as far as 
possible as to age, length of hospitalization, 
behavioral adjustment, length of time since 
last visit, and relationship of relative. The 
selected relative of each patient in the first 
group was sent a “patient-centered” letter; 
relatives of the second group were sent a 
“relative-centered, any problem” letter; and 
relatives of the third group were sent a “rel- 
ative-centered, emotional problem” letter. 
Only one relative was written for each pa- 
tient. The fourth group of patients was a 
control and no letters were sent to their 
relatives. 

Responses to the three different types of 
letters were evaluated in terms of replies or 
visits within three months after the mailing 
date. During this time, there were 13 visits 
and 21 replies by the selected relatives dis- 
tributed as shown in Table 2. 

The number of visits resulting from the 
letters was discouragingly small. None of 
the three types of letters was successful in 
inducing significantly more visits than were 
received by the control group. The patient- 
centered letters brought significantly more 
replies than the two types of relative-cen- 
tered letters combined. Also there were 
more answers (p < .02) to the patient-cen- 
tered letters than there were letters from 
relatives of the control group. One may 
conclude that the conventional patient-cen- 
tered letters are more effective in securing 
replies than the relative-centered letters 
used in this study. 


ATTITUDES OF PATIENTS 
AND THEIR RELATIVES 
CONCERNING HOSPITAL VISITS 


With a few exceptions, all patients whose 
relatives were sent letters were interviewed 





6Samples of the three kinds of letters can be 
obtained by writing the authors. 
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TABLE 2 


Response to different types of letters within three months 





GROUP 


NO. OF VISITS 


VISITS 
AND ANSWERS 
COMBINED 


NO. OF LETTERS 
FROM RELATIVES 





Patient-centered 

Relative-centered, any problem 
Relative-centered, emotional problem 
Control 7 


12 
3 





individually. They were asked, “What do 
you think is the reason your relatives have 
not been visiting you?” Twenty-seven per- 
cent of those interviewed did not give a 
recognizable answer, chiefly because of 
muteness, suspicion, or hostility. Another 
18% gave inappropriate responses, such as 
“I don’t have a relative” (when they actually 
did), The responses often showed some hos- 
tility to relatives who had failed to visit. 
For example, one patient said, “They have 
not come to see me for so long, I don’t 
know if I have any relatives.” About 17% 
of the patients said the relatives didn’t visit 
because “they are too busy with other 
things” or “they are not interested in me.” 
Another 13% said they did not know why 
relatives failed to visit them. The balance 
of the responses can be classified as follows: 
Lack of money and difficulty of the relatives 
in finding transportation or a place to stay, 
11%; the relative was too old or sick, 9%; 
relative lived too far away, 4%; one patient 
believed correctly that his nearest of kin 
was afraid of him. 

Not all of the unvisited patients wanted 
a visit. About 44% of the interviewed pa- 
tients indicated interest in having a relative 
visit them, 20% were indifferent, 15% said 





7 The figures shown for the control group are 
based on letters and visits from relatives who would 
have been written if the particular control patient 
had been assigned to an experimental group. 
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they did not want a visit, and the remaining 
21% were unratable. Some of these un- 
ratables were hostile to the hospital and to 
other patients and probably would be to 
their relatives. There was the distinct pos- 
sibility that the indifference of some pa- 
tients was a mask being used to hide their 
feelings of rejection. While the unvisited 
patients are not a particularly attractive or 
responsive group, their behavior alone can- 
not explain the lack of visits to them. Judg- 
ing from the evaluative interviews, over half 
of the unvisited patients should manifest 
behavior reasonably acceptable to a visiting 
relative. 

The thirteen relatives of patients in the 
experimental groups who visited were inter- 
viewed individually. Nine of them gave 
more than one reason for their failure to 
visit. Most frequently given reason was the 
long distance to the hospital making trans- 
portation difficult to arrange. Other rea- 
sons in order of frequency were sickness in 
the family or other pressing family obliga- 
tion, the relative’s advanced age making 
travel difficult, lack of time, the patient's 
regressed condition at the previous visit, 
and lack of money. 

The reasons given for not visiting did 
have some validity. These 13 visitors 
travelled an average distance of 315 miles 
one way to reach the hospital and some 
underwent considerable inconvenience. 





Five of the relatives (four mothers and one 
wife) indicated they had little or no surplus 
funds after meeting their living expenses 
and thus the visit caused financial hardship. 
Only 15 of the 85 letters were to parents, 
yet 7 of the 13 hospital visits were by par- 
ents. The average age of these parents was 
67, so the advanced age of relatives could 
make visits difficult in some cases. 

The average time since these 13 unvisited 
patients had had a visit was two years and 
two months. Several relatives indicated 
they felt guilty for not visiting more fre- 
quently, but a few were not at all defensive 
concerning their failure to visit. After the 
visits, eight relatives believed the visited pa- 
tients had little or no interest in having 
such a visit. Five patients expressed interest 
in the visits and two of these asked to be 
taken home. 

Ten of the 13 visitors said the patient’s 
condition had nothing to do with their in- 


frequent visits. Of the remaining three, a 
mother said her son was “indifferent” about 
her visits and it caused her to have an “emo- 
tional reaction,” which she blamed on guilt 
feelings over her part in causing the son’s 


illness. A wife did not visit because she 
thought her absence would help her hus- 
band overcome his paranoid delusions 
about her. The third, a mother, believed 
her visits upset the patient as they seemed 
to increase his demands to be taken home, 
although this was not advisable for psy- 
chiatric reasons. 

Unvisited patients and their relatives 
seldom corresponded. Of the patients an- 
swering questions, 69% said they received 
letters infrequently or never. A consider- 
able number of these patients did receive 
gift packages, particularly at Christmas. 
The thirteen visitors, speaking of the pa- 
tients related to them, said four of the pa- 
tients did not write, six wrote infrequently, 
two occasionally, and one frequently. 
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Although all letters sent to relatives 
stated a social worker would be interested 
in talking to the relative when he or she 
visited, it is believed not one of the 13 
visitors asked to see a social worker. The 
receptionist, after checking her lists, in- 
formed the visiting relatives a social worker 
wished to see them. It might have been 
that eventually some relatives would have 
asked to see the social worker without being 
reminded. 


DISCUSSION 


Studies of unvisited patients raise the ques- 
tion of what is cause and what is effect. For 
example, are patients unvisited because 
they showed regressed behavior, or is such 
behavior the result of deterioration from 
the lack of visits by relatives, as well as the 
lack of other stimulation found outside the 
hospital? Our impression is that there is 
a subtle interplay of forces we are unable 
to separate at present. 

The experience of the social workers at 
this hospital is that short, impersonal letters 
will not motivate many visits to chronic 
patients although such letters will often re- 
sult in visits to newly admitted patients. In 
planning the letters sent to relatives in this 
study, one psychiatrist reasoned that most 
hospital letters are concerned only with the 
patient. Relatives, like all of us, are mostly 
concerned with themselves and their own 
problems. Therefore, to get visits to the 
hospital, one should write letters recogniz- 
ing the relative’s problems and offering to 
discuss them. This proved incorrect. One 
reason for this may be that most relatives 
of Fort Lyon patients are of the lower or 
lower-middle class. Hollingshead and Red- 
lich (6) have pointed out that these classes 
as a group are resistant to psychotherapy, 
see little value in talking about problems, 
and tend to think and talk in organic rather 
than in psychodynamic terms. Letters in 
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this study suggesting the relatives might 
have problems arising from the patients’ 
hospitalization may have aroused resistance 
in the relatives by suggesting that ‘“‘some- 
thing is wrong” with the relatives. Better 
educated and more economically secure rel- 
atives might be more receptive to discussing 
their own problems. 

We formed the impression that there is a 
definite reluctance on the part of most rela- 
tives to visit a chronic patient. After the 
patient has been in the hospital for some 
years, his family establishes an adjustment 
without him. Frequently the relatives and 
their neighbors find this new situation less 
anxiety-producing than the condition pre- 
vailing when the patient was at home. The 
relatives tend to think their family would 
be safer and happier if the patient were 
“written off.” They rationalize that the pa- 
tient is getting better care in the hospital. 
This whole situation is more fully described 
in Closed Ranks by Elaine and John Cum- 
ming (3). Our experience also indicates 
that relatives are often reluctant to see pro- 
fessional personnel because they are afraid 
that they will be blamed for helping to 
cause the patient’s illness and leaving him 
in the hospital; they may be “talked into” 
taking this unwanted, problem-arousing 
patient back into their family group. This 
is a description of typical conditions and 
no attempt will be made here to blame or 
excuse relatives’ behavior. 

We should not be intemperate in criticiz- 
ing all relatives for not visiting or for failing 
to take the patient home. Our patients are 
our primary concern and we tend to forget 
the interests of the relatives. It is only 
natural that the relatives would think in 
terms of the greatest good for the greatest 
number of family members. The patient 
in the home may be a questionable example 
to children, a financial drain, a person to be 
waited on, a disrupter of routine, or a source 
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of anxiety or friction. There is frequently 
some truth in the relative’s statement that 
“I can’t keep him in my home because it 
would be unfair to others.” This argument 
can be used as a rationalization for rela- 
tives refusing to take any responsibility. 

Our changing culture has made three 
other factors important in the attempt to 
secure more interaction between the patient 
and his relatives. One factor is that the 
mobility of American families in recent 
times means that after a few years of hos- 
pitalization, the patient often finds his rela- 
tives are scattered and some will no longer 
be within reasonable visiting distance. Sec- 
ondly, there is a growing feeling that as a 
taxpayer one is entitled to have mentally 
sick or aged relatives cared for by a govern- 
mental agency, which can supposedly render 
more efficient care. Usually this is overtly 
accepted but with such guilt as to render 
visits anxiety-provoking to the relatives. 
Thirdly, the structure of the American 
family has changed. It is now smaller and 
usually does not have an adult in the home 
at all times to supervise a mentally ill rela- 
tive.®, 10 

One visit of a relative to a patient may 
help by leading to renewed interest, greater 
understanding, or a trial stay at home. 
However, positive results usually require 
frequent visits. Therefore, it becomes a 
question of values. For example, when one 
considers persuading an aged parent on 
limited income to travel several hundred 
miles to see what seems to be a withdrawn 





8 Hollingshead, August B., “Class Differences in 
Family Stability,” Social Perspectives on Behavior, 
edited by Stein, H. D., and R. A. Cloward. Glencoe, 
Ill., Free Press, 1958. 


8 Hollingshead, August B., op. cit. 


10 Woods, Frances J., “Cultural Conditioning and 
Mental Health,” Social Casework, 39(June 1958), 
327-33. 





and unappreciative patient, will the prob- 
able result to the patient be worth the sacri- 
fice of the parent? 

What can be suggested to alleviate this 
situation of unvisited patients? First, there 
should be greater emphasis on getting the 
patient out of the hospital before family 
contacts are broken and he loses his desire 
to live outside the hospital. Secondly, rela- 
tives should be helped to feel their visits 
are welcome, satisfactory, and useful. 
Thirdly, we should realize that some pa- 
tients are becoming chronic hospital cases 
while hospital personnel wait for unwilling 
relatives with other allegedly pressing re- 
sponsibilities to take the patients, so there 
should be earlier resort to such measures as 
foster homes and night hospitals. 


CONCLUSIONS 


1, At a somewhat isolated mental hospital, 
41% of the patients had not had a visitor 
within the last year and 16% had not had 
a visit since hospitalization. Several had no 
visit for 25 years. 

2. Unvisited patients, as compared with the 
total hospital population, tended to be 
characterized by the following indices: 
older, hospitalized longer, never married, 
no service-connected compensation, parents 
not living, no relatives residing within 500 
miles of the hospital, classified as chron- 
ically ill, and displaying more atypical be- 
havior. 

3. Patient-centered letters brought signifi- 
cantly more replies, but there was no dif- 
ference in the resulting number of visits. 
All letters used did poorly in obtaining 
visits to patients. 

4. Patients thought they were not being 
visited because relatives were too busy, not 
interested, lacked money, were sick, or lived 
too far away. The relatives gave the follow- 
ing reasons, in order of frequency, for not 
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visiting: distance and transportation diffi- 
culties, sickness in family or other family 
obligation, advanced age, lack of time, the 
patient’s regressed and unresponsive condi- 
tion, and lack of money. Twenty percent 
of the unvisited patients were indifferent 
about having a visit and 15% more did not 
want visitors. 

5. Relatives of unvisited patients displayed 
a reluctance to discuss the patient with pro- 
fessional personnel. It was postulated that 
relatives of chronic patients often make a 
family adjustment based on the patient be- 
ing in the hospital and consider it less 
anxiety-producing to leave the patient there. 


REFERENCES 


1. Archese, Eugene J., “Visitors to Hospitalized 
Mental Patients,” Unpublished thesis for master’s 
degree, Simmons College, June 1957. 


2. Brouwer, Jacob and Richard R. Brown, “The 
Relatives Conference in an ‘Isolated’ Neuropsy- 
chiatric Hospital,” Journal of Psychiatric Social 
Work, 24(September 1955), 215-19. 

3. Cumming, Elaine and John, Closed Ranks. Cam- 
bridge, Mass., published for the Commonwealth 
Fund by Harvard University Press, 1957. 

4. Faris, Mildred T., “Casework with Mentally Ill 
Patients and Their Relatives—Casework with Rela- 
tives,” Journal of Psychiatric Social Work, 24 (Janu- 
ary 1955), 108-12. 

5. Fjeld, Stanton P. and others, “A Behavioral Cen- 
sus of a State Hospital Population,” Psychological 
Monographs, No. 441, 71(December 1957). 

6. Hollingshead, August B. and Frederick G. Red- 
lich, Social Class and Mental Illness. New York, 
Wiley & Sons, 1958. 

7. Jenkins, Richard L., Psychiatric Evaluation Proj- 
ect Newsletter, June 6, 1958. 

8. Kaplan, Arthur and Lois Wolf, “The Role of the 
Family in Relation to the Institutionalized Mental 
Patient,” Mental Hygiene, 39(October 1954), 634-39. 
9. Sommer, Robert, “Visitors to Mental Hospitals— 
A Fertile Field for Research,” Mental Hygiene, 
43(January 1959), 8-15. 

10. Statistical Abstract of the United States, 1954. 
Department of Commerce, Bureau of Census. Wash- 
ington, D. C., Government Printing Office, 33-5. 


217 








I. MARGULEC, M.D., M.P.H. 
L. TRAMER, M.D. 


Survey of a group 


of mentally ill new immigrants 


placed in private institutions 


We are witnessing the development of a 
new era in the care of mentally ill patients. 
The trend is to abolish the old approach of 
the permanent isolation of the patient—to 
protect society from “danger,” to relieve the 
family of his care, and to do little for the 
patient himself. Rehabilitation, with its 
classical definition of restoring the patient's 
physical, social and mental status to that of 
complete usefulness, has become the goal 
and modern approach in the care of this 
large group of patients. 

Society is being taught to change its 
attitude of repugnance towards the mentally 
ill and to accept them back into the com- 
munity, after treatment and cure, as citizens 
entitled to live and work and be happy. It 





Drs. Margulec and Tramer are medical director 
and psychiatric consultant, respectively, of Malben- 
JDC, an Israeli branch of an American voluntary 
agency of the Joint Distribution Committee. 
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is obvious that many obstacles will have to 
be overcome before society's attitude 
changes; and health education can be one 
of the vital elements in helping to effect 
this change. 

The purpose of this paper is to describe 
a survey made in Israel of a group of mental 
patients whom we were forced to hospitalize 
in private institutions in the early years 
after the establishment of the state due to 
a complete lack of other resources. It is 
our intention to stress the harmful effects of 
institutionalizing mentally ill patients for 
the sole purpose of protecting society rather 
than that of helping the patient to recover. 


MENTAL HEALTH SERVICES 

IN ISRAEL 

It is well known that, with the establish- 
ment of the state, Israel had to accept a 
mass immigration that was unselected and 
which brought to the country thousands of 





sick patients, including patients with mental 
disorders or persons who potentially would 
become such patients when faced with the 
difficulties of creating a new life in a new 
country. 

The limited resources, lack of psychia- 
trists and other professional staff, as well as 
little experience with problems of rehabili- 
tation, all forced the government authorities 
and the voluntary agencies to reduce the 
pressure on hospital facilities for mental pa- 
tients by placing them in private institutions 
which, unfortunately, in many instances 
were sub-standard. 

All during the first decade of Israel’s in- 
dependence, mental health services were 
constantly being improved and expanded— 
more adequate hospital beds created, men- 
tal hygiene clinics set up, better equipped 
staff appointed, and so on. A comprehen- 
sive rehabilitation program was introduced 
in the hospitals with all the necessary facili- 
ties. Special working villages, attached to 
hospitals, were created as an important link 
in the rehabilitation of mental patients. In 
an attempt to follow the modern concept 
of bringing the care of the mentally ill closer 
to general medical care, a psychiatric ward 
was installed in one big government general 
hospital, and another one is to be opened 
shortly in another general hospital. By 
1958 the number of hospital beds available 
for the mentally ill reached the proportion 
of 2.14 per 1000 population compared with 
1,32 in 1949. 

The Ministry of Health, with the sub- 
stantial economic aid of our voluntary 
agency, Malben-JDC (the organization set 
up by the American Joint Distribution 
Committee! in the early days of the State 
to help the government care for the needy 
sick, handicapped and aged new immi- 
grants) is planning to modernize and ex- 
pand the country’s psychiatric services 
guided by the new concepts of mental hy- 
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giene, in which prevention takes the leading 
role. Progress has been made in this pro- 
gram, but nevertheless 1000 beds in private 
institutions are still occupied by mental 
patients sent to them during the earlier big 
waves of immigration. 

To undertake the progressive transfer of 
these patients to government hospitals and 
rehabilitation facilities, or their eventual 
discharge, an initial study was made, by the 
Ministry of Health and Malben-JDC, of a 
group of 74 new immigrant patients who 
had been placed in private institutions be- 
tween 1948 and 1954. 

The purpose of the study was: 


1. To appraise the physical, mental and so- 
cial conditions of the patients. 


2. To review the services presently afforded 
them. 


8. To assess their therapeutic and social 
needs, and the possibilities of their rehabili- 
tation. 


4. To recommend disposal of the patients 
according to the services required. 


5. To appraise the ability of the present in- 
stitutions to care for this type of patient. 


METHOD 


A combined Ministry of Health and Mal- 
ben-JDC team was appointed, consisting of 
a public health physician, a public health 
nurse, a psychiatrist, and a psychiatric social 
worker. 

The team visited all the institutions in 
which the patients were staying, interviewed 
the staff of each, conducted a psychiatric 
examination of the patients, and surveyed 
the services and physical facilities of the in- 
stitutions. 





1 The A.J.D.C, receives its funds in America through 
the United States Jewish Appeal. 
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A questionnaire was elaborated which, 
when filled out, contained all the details re- 
quired for the abovementioned purpose. 


ORGANIZATION 

The team visited the institutions on a 
weekly schedule. Each institution, had 
been informed of the date of the visit in 
advance; and in each the team met with 
the staff, including the attending physician, 
and examined the patients, recording the 
data required by the questionnaire. As the 
work was completed, the team independ- 
ently summarized its recommendations con- 
cerning the individual patients and the in- 
stitutions. ; 


APPRAISAL OF THE 
INSTITUTIONS SURVEYED 


a) Physical conditions: In almost all the 


institutions the physical conditions are bad 
—unsuitable buildings, lack of grounds and 
space for recreation, overcrowding, poor 


equipment and sanitation. In some, con- 
siderable improvements have been made. 
The institution usually gives an extremely 
“closed-in” impression, isolating the pa- 
tients from the outside world. 

b) Staffing: There is a striking shortage 
of professional and other personnel. Psy- 
chiatric leadership is entirely missing, and 
there is no cooperation among the various 
members of the staff. The lack of social 
workers, psychologists and graduate nurses 
must be particularly stressed. Occupational 


TABLE | 
Number of patients by age and sex 


therapists were found in many of the in- 
stitutions, but few of them were qualified. 
The actual staff consisted mainly of un- 
skilled practical attendants, frequently rel- 
atives of the manager. 

c) Services: Services which should meet 
the needs of the patients are either very 
poor or not available at all. No diagnostic 
facilities exist, and treatment is no more 
than symptomatic. The function of the 
nursing staff is not defined, and there is no 
qualified nursing supervision. Occupational 
therapy consists of sporadic, unplanned ac- 
tivities which do not take into consideration 
the special needs and potentialities of the 
patient; rather, it is designed to keep him 
partially occupied. 

d) General therapeutic atmosphere: The 
atmosphere is of an entirely closed institu- 
tion, and the isolation of the patients is 
strongly felt. Because of shortage and poor 
quality of staff, contacts are not used for 
creating a therapeutic atmosphere. Com- 
munity feeling, interpersonal relationships 
and recreational atmosphere are not de- 
veloped. 


ANALYSIS OF THE GROUP OF 
PATIENTS SURVEYED 


This table indicates there are more wo- 
men than men in the group; and more than 
80% of the patients are in the productive 
age group between 21 and 50. 

We see that among the group surveyed 


70% are Europeans, and the remaining 





18-20 21-30 31-40 41-50 51-60 61-70 70- 


Males 1 9 11 5 3 1 l 


Females l 8 15 ll 3 bs 
Total 2 17 26 16 6 4 
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TABLE 2 


Number of patients by continent of 
origin and year of immigration 





1948 1949 1950 1951 TOTAL 
Europe 17 20 10 5 52 
Asia 3 ll - 20 
Africa - 1 - 1 
South America - - 1 








Total 19 32 74 





TABLE 3 


Patients by 
diagnostic (psychiatric) groups 





NO. 


PATIENTS TOTAL 


DIAGNOSIS 





Psychosis: 
Schizophrenia Acute 
Schizophrenia Chronic: 
with/without minimal 
impairment 
with moderate impairment 
with severe impairment 

Circular 

Mental Deficiency 
Syndromes: 

A) Without evidence of brain tis- 
sue function impairment; 

Oligophrenia 

B) Due to or associated with im- 
pairment of brain tissue func- 
tion; 

1) Congenital or developed in 
early childhood: Severely 
impaired 
Associated with psychotic 

manifestations 

2) Developed in later life: 
Senile or arteriosclerotic 

disease 

Associated with Lues of 
CNS (OPA) 





Total 
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TABLE 4 


Presumed length of illness 





DURATION NO. PATIENTS 





Congenital 14 
Since early childhood 8 

6-10 years 12 
10-15 years 13 
15-20 years 7 
20-25 years 5 
Unknown 20 


Total 74 





30% are of Oriental origin; and that most 
of the patients arrived in Israel during the 
first three years of mass immigration. 

Table 3 shows that more than 50% of the 
patients are psychotics, and among them a 
high percentage at present is in a state of 
severe impairment. As to the group suffer- 
ing from mental deficiency syndromes, the 
lack of sufficient anamnestic data did not 
permit us to undertake any etiological diag- 
nostic differentiation (prenatal or constitu- 
tional influences, birth-trauma, infectious 
diseases, intoxications, etc.). The subgroup 
B) includes idiots and imbeciles with or 
without physical disabilities (epilepsy, cere- 
bral palsy, etc.). 

As to the length of illness, our data can be 
presumed in only about 73% of the cases; 
for the remaining 27% there is no data 
available at all, due to the lack of the most 
essential social and anamnestic information. 

Table 5 shows that 57 patients (or 74% 
were admitted to the surveyed institutions 
without having been assessed before in hos- 
pitals and, according to the data we col- 
lected, such an assessment had been neces- 
sary for 36 patients out of this group of 57. 
The assessment, of necessity, was reduced to 
a symptomatic diagnosis, and was done on 
the basis of an interview with the psychia- 
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TABLE 5 


Source of admission to 
surveyed institutions 





SOURCE NO. PATIENTS 





Immigrant Camps 20 
Home 17 
Private institutions 18 
General hospitals 2 
Public mental hospitals 

(Kupat Cholim) 2 
Government mental hospitals 


Total 





2 Sick Fund of the Labor Federation of Israel (His- 
tadrut). 


trist alone; it did not represent the result 
of concerted activities of the staff of the 
ward. 

Therefore the treatment was also reduced 
to a symptomatic one, when there was any 
treatment given at all. 

Evaluating the need for biological treat- 
ment, we took into consideration correla- 
tion of the following data: onset of the 
disease, date of hospitalization, diagnosis 
on admission, diagnosis at present, symp- 
tomatology on admission, symptomatology 
at present, and information about therapies 
given in the past. 

The patients considered here are mainly 
psychotics, mentally deficient with psychotic 


TABLE 6 


Patients in need of 
biological treatment 





TREATMENT GIVEN 





NO. REQUIRING 
TREATMENT 


54 34 10 10 


ADEQUATE POOR NEGLECTED 





manifestations, and those suffering from the 
demential syndromes. Despite the fact that 
the majority of the patients were in a 
chronic stage of the disease, their state after 
arrival in Israel was such as to justify bio- 
logical treatment. 

Half of the group of 34 patients who re- 
ceived adequate treatment were placed in a 
mental hospital (government or voluntary) 
before their admission to the private insti- 
tution. Table 6 also shows that 10 patients 
out of the 54 were completely neglected, the 
needed treatment not being given at all. A 
total of 37% received poor or no treatment. 

Results of treatment, symptomatic or 
otherwise, appear to have been extremely 
poor, as can be seen from Table 7 below, 
considering the duration of the patients’ 
hospitalization since their arrival in the 
country. 

Table 7 indicates that the majority of the 
patients had been hospitalized between 
seven and nine years. 

This can be considered not only a result 
of the lack of adequate assessment possibili- 
ties, but also an indication of the impossi- 
bility of creating favorable conditions for 
the mentally ill because of the low qualifica- 


TABLE 7 


Presumable duration of 
hospitalization in Israel 





NO. 


DURATION PATIENTS 





2-3 years 1 
56 “ 8 
7-8 40 
8-9 “ 24 
9-10 “ 3 
Unknown 3 


Total 74 








TABLE 8 


Family and patient 
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With Family Stable 





Parents 
Wife-husband 
Children 
Brother-sister 
Other relatives 





Without family 


74 





Unknown 





tion of the staff. It must not be forgotten 
that the attitude of the unskilled staff mem- 
ber towards the mentally ill is often no 
different from that of the general public. 
It is more like that of a guardian who reacts 
in a personal manner to the disturbed be- 
havior of the sick without having the slight- 
est insight as to the kind of interrelation- 
ships at play. 

If to this disadvantage one adds the fact 
that in this survey we found no signs of 
integrated and directed activities of staff 
members, no planned individual or group 
approach, no planned work activities, in- 
difference on the part of the institutions as 
to the necessity of keeping the patient in 
live contact with the outside world (see 
Table 8), we can state quite definitely that 
no planning at all was made towards re- 
habilitation. 

In giving our recommendations for the 


TABLE 9 
Disposal of patients 


disposal of patients, we took into considera- 
tion primarily the needs of the patients, 
realizing that despite the consequences of 
the inadequate treatment given until now, 
much could still be done. The disposal of 
the patients was based on the actual clinical 
state of the patient, and on the data availa- 
ble as to degree of socialization, vocational 
training and social status. 

Thus, three main groups could be dif- 
ferentiated: The first group, 30%, for whom 
rehabilitation plans could be considered; 
the second group, 50%, who required a long- 
stay annex; and the third group, 20%, re- 
quiring special care and special institutions. 

The first group is composed of psychotics 
still in the active stage of the disease; of 
psychotics moderately defective, more or 
less compensated and still capable of achiev- 
ing a higher degree of socialization; of 
mental defectives with mild impairment; 





FROM PRIVATE 


INSTITUTIONS TO: CARE 


HOME 


FAMILY WORKING MENTAL LONGSTAY 
VILLAGE 


SPECIAL 


HOSP. ANNEX INSTITU. TOTAL 





1 2 


10 


9 36 16 74 








and of some disturbed aged who could bene- 
fit from biological treatment. 

We considered further stay in the sur- 
veyed institutions pointless and suggested 
their transfer to mental hospitals (for ob- 
servation, re-evaluation, treatment), working 
villages (for further occupational therapy or 
vocational training), for family care and/or 
discharge home, according to their needs 
and the family situation. 

The second group is composed of chronic 
deteriorated psychotics with or without 
original mental defect and of some demen- 
tial patients. The mental condition of the 
patients belonging to this group does not 
permit us, at present, to establish any thera- 
peutical (medical) program for them. These 
patients are classified as in need of care in 
a longstay annex. By this term we designate 
an institution which has facilities for pa- 
tients who do not require constant medical 
and nursing care, but merely supervision. 
Such facilities should be affiliated with a 
well-equipped mental hospital; and a two- 
way shifting of patients (between hospital 
and longstay annex) should be possible at 
all times, according to the needs of the 
patients. 

The third group is composed of mentally 
defective patients with evidence of impair- 
ment of brain tissue function, suffered con- 
genitally or since early childhood. This 
group includes some physically handicapped 
(epileptics, cerebral palsied, etc.). The pa- 
tients are classified as belonging to special 
institutions. The treatment in such institu- 
tions should consist of the elimination, 
insofar as possible, of concomitant physical 
factors (such as epilepsy, metabolic dis- 
orders, vitamin deficiencies, spastic disor- 
ders, etc.). The institutions should be able 
to provide the proper selective environment, 
protection from failure or exploitation, and 
utilization of special talents to the best 
advantage of the patient and of society. 
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Finally, it seems necessary to add that in 
our disposal we did not take into considera- 
tion the aged mentally disturbed as belong- 
ing to a special group suited to special 
institutions. The reason for this is that a 
relatively small number of the patients 
surveyed belong to this category. These 
elderly patients were classified as belonging 
to a longstay annex or a mental hospital, 
according to their clinical state. 


DISCUSSION 


Most of the mental patients surveyed are 
young persons without somatic diseases and 
with a long life expectancy. If, after this 
prolonged institutionalization (seven to nine 
years and more) we were still able to con- 
sider 30% as being good prospects for re- 
habilitation and final discharge, we can 
certainly suppose that the percentage who 
could have gained from the new approach 
in treatment and care of the mentally ill 
might have been much higher. This would 
have meant more lives saved and families 
restored. 

The forced placement, due to special cir- 
cumstances, of mental patients in private 
institutions of substandard quality may have 
protected the public from the disturbed 
person, but it lowered the health status of 
the patient, furthered his mental deteriora- 
tion, completely isolated him from his 
family and from society, and transformed 
him into a permanent institutionalized pa- 
tient with a hopeless life ahead of him. 

We thought it would be interesting to 
reveal our findings, which prove again how 
wrong is the concept of the asylum and how 
much we must strive towards development 
of a modern program in mental health. 


SUMMARY 


A brief discussion of the modern concepts of 
care and rehabilitation for patients with 





mental disorders, and the development of 
modern mental hygiene services in Israel, 
forms the background for this report of a 
survey, conducted by Israel’s Ministry of 
Health and Malben-JDC, of a group of 
mental patients placed in private institu- 
tions. 

In the light of modern psychiatry, the 
unsuitable environment of the asylum-like 
private institution was underlined, and the 
neglect of the patient in order to “protect 
the public” was stressed. 

The findings of the survey show the 
urgent need to continue with the develop- 
ment of a modern psychiatric service in 
Israel. 
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CHRIS ARGYRIS 


Individual actualization 
in complex organizations 


Recently the writer completed the first phase 
of a research project having two objectives. 
The first is to provide knowledge concern- 
ing mental health problems in industrial 
organizations; more specifically, with under- 
standing the difficulties the individual faces 
and the opportunities he has for self-ac- 
tualization in complex organizations. The 
second objective is to test parts of a theo- 
retical framework about human problems of 
complex organizations and is reported in 
detail elsewhere (1). The purpose of this 
paper is to present some recent results which 
may alter some commonly accepted notions 
of individual self-actualization in complex 
organizations. 





Mr. Argyris is an associate professor in the depart- 
ment of industrial administration at Yale University. 
The research project described in this article is being 
supported with a grant from the National Institute 
of Mental Health. 
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Although the research to be discussed is 
being conducted in an industrial organ- 
ization, the theory and the results are be- 
lieved to apply to other kinds of complex or- 
ganizations (for instance, hospitals, schools, 
banks, government agencies). Therefore, 
although the terms “management” and 
“employee” will be used, it is assumed that 
the results apply to any (genotypically) sim- 
ilar relationship between any administrator 
and employees. 


THEORETICAL FRAMEWORK 


Since discussions of the theoretical frame- 
work and the many studies from which it 
is evolved are available in other publica- 
tions (1, 2) only some of the main proposi- 
tions are defined in order to give the reader 
an acquaintance with the theoretical foun- 
dations of the research. The most relevant 
propositions follow: 





@ Personality is conceptualized as a) being 
an organization of parts in which the parts 
maintain the whole and the whole main- 
tains the parts; b) seeking internal balance 
(usually called adjustment) and external 
balance (usually called adaptation); c) being 
propelled by psychological as well as phys- 
ical energy; d) located in the need systems; 
and e) expressed through the abilities. f) 
The personality organization may be called 
“the self” which g) acts to color all the in- 
dividual’s experiences, thereby causing him 
to live in “private worlds,” and which h) is 
capable of defending or maintaining itself 
against threats of all types. 


@ The development of the human person- 
ality can be hypothesized to follow the direc- 
tions and dimensions outlined in the fol- 
lowing model. It is assumed that human 
beings in our culture: 


a) Tend to develop from a state of pas- 
sivity as infants to a state of increasing ac- 
tivity as adults. (This is what Erikson (3) 
has called self-initiative and Bronfenbren- 
ner (4) has called self-determination.) 


b) Tend to develop from a state of de- 
pendence upon others as infants to a state 
of relative independence as adults. Rela- 
tive independence is the ability to “stand 
on one’s own two feet” and simultaneously 
to acknowledge healthy dependencies.! It 
is characterized by the liberation of the in- 
dividual from his childhood determiners of 
behavior (for example, his family) and his 
development of his own set of behavioral 
determiners. The mature individual does 
not tend to react to others (for example, the 
boss) in terms of patterns learned during 
childhood.? 


c) Tend to develop from being capable 
of behaving only in a few ways as an infant 
to being capable of behaving in many dif- 
ferent ways as an adult.® 
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d) Tend to develop from having erratic, 
casual, shallow, quickly-dropped interests 
as an infant to having deeper interests as 
an adult. The mature state is characterized 
by an endless series of challenges; and the 
reward comes from doing something for its 
own sake. The tendency is to analyze and 
study phenomena in their full-blown whole- 
ness, complexity and depth.* 


e) Tend to develop from having a short 
time perspective (that is, one in which the 
present largely determines behavior) as an 
infant, to a much longer time perspective 
as an adult (that is, one in which the be- 
havior is more affected by the past and the 
future 5). Bakke cogently describes the im- 
portance of time perspective in the lives of 
workers and their families and the variety 
of foresight practices by means of which 
they seek to secure the future (5). 


f) Tend to develop from being in a sub- 
ordinate position in the family and society 
as an infant to aspiring to occupy an equal 





1 This is similar to Erikson’s “sense of autonomy” 
and Bronfenbrenner’s “state of creative interde- 
pendence.” 


2 White, Robert W., Lives in Progress. New York, 
Dryden Press, 1952. 


3 Lewin and Kounin believe that as the individual 
develops needs and abilities the boundaries between 
them become more rigid. This explains why an 
adult is better able than a child to be frustrated in 
one activity and still behave constructively in an- 
other. See Lewin, Kurt, 4 Dynamic Theory of 
Personality, New York, McGraw-Hill Book Co., 1935, 
and Kounin, Jacob S., “Intellectual Development 
and Rigidity,” Child Behavior and Development, 
edited by R. Barker, J. Kounin, and H. R. Wright. 
New York, McGraw-Hill Book Co., 1943, 179-198. 


4 White, Robert W., op. cit., pp. 347 ff. 


5 Lewin also cites the billions of dollars that are 
invested in insurance policies. See Lewin, Kurt, 
“Time Perspective and Morale,” Resolving Social 
Conflicts. New York, Harper & Brothers, 1958, p. 
105. 
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and/or superordinate position relative to 
their peers. 

g) Tend to develop from a lack of aware- 
ness of self as an infant to an awareness of 
and control over self as an adult. The 
adult who tends to experience adequate and 
successful control over his own behavior 
tends to develop a sense of integrity (Erik- 
son) and feelings of self-worth. Bakke (6, 
7) shows that one of the most important 
needs of workers is to enlarge those areas of 
their lives in which their own decisions 
determine the outcome of their efforts. 


@ Most human problems in organizations 
arise because relatively healthy people in 
our culture are asked to participate in work 
situations which coerce them to be de- 
pendent, subordinate, submissive, to use 
few of their more than skin-surface abilities. 


@ There are three major sets of variables 
which cause the dependence and subordina- 
tion. The formal organization structure is 
the first variable. (This includes the tech- 
nology.) Directive leadership is the second, 
and managerial control (budget, incentive 
systems, quality control, motion and time 
studies) is the third. 


@ The degree of dependence and subordina- 
tion that these three variables cause tends to 
increase as one goes down the chain of com- 
mand, and the lower echelons of the organ- 
ization take on the characteristics of mass- 
production. 


e@ Healthy human beings (in our culture) 
tend to find dependence, subordination and 
submissiveness frustrating. They would pre- 
fer to be relatively independent, to be active, 
to use many of their deeper abilities; and 





6 Rogers, Carl R., Client-Centered Therapy. Bos- 
ton, Houghton Mifflin Co., 1951. 
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they aspire to positions equal with or higher 
than their peers. Frustration leads to regres- 
sion, aggression, and tension. These in 
turn lead to conflict. (The individual pre- 
fers to leave but fears doing so.) Moreover, 
it can be shown that under these conditions, 
the individual will tend to experience psy- 
chological failure and short time perspec- 
tive. 


@ Individuals will adapt to the frustration, 
conflict, failure, and short time perspective 
by creating any one or a combination of the 
following informal activities. 


a) Leave the situation (absenteeism and 
turnover). 

b) Climb the organizational ladder. 

c) Become defensive (daydream, become 
aggressive, nurture grievances, regress, pro- 
ject, feel a low sense of self-worth). 

d) Become apathetic, disinterested, non- 
ego involved in the organization and its 
formal goals. 

e) Create informal groups to sanction the 
defense reactions in c) and d). 

f) Formalize the informal groups in the 
form of the trade unions. 

g) De-emphasize in their own minds the 
importance of self-growth and creativity, 
and emphasize the importance of money 
and other material rewards. 

h) Accept the above described ways of 
behaving as being proper for their lives out- 
side the organization. 


@ Management will tend to increase the 
employees’ dependence, subordination, sub- 
missiveness, which in turn will increase 
their frustration, and sense of failure, which 
in turn will increase the informal activities. 
Management will react to the increase in 
the informal activities by the formal struc- 
ture, directive leadership and managerial 


controls. This closes the circuit and one 





has a circular process in seemingly perpetual 
motion. 


THE FOCUS OF THE STUDY 

AND THE SAMPLE 

The objective of the research, conducted 
in a multi-story manufacturing plant, is to 
study the mental health of highly skilled 
as compared to low-skilled employees. Our 
hypothesis is that since highly skilled em- 
ployees tend to have a greater opportunity 
to express more mature behavior (be crea- 
tive, use many abilities, be challenged in 
their work, and so on), they will tend to 
have a healthier work world. This in turn 
should lead to the highly skilled employees’ 
behaving in more mature ways (as defined 
by our model above). For example, the 
high-skill employees (Department A) should 
express less indifference, apathy, dependence 
and submissiveness than the low-skill em- 
ployees (Department B). Also the high- 
skill employees should express greater sense 
of self-worth, self-satisfaction, and develop 
more lasting friendships than the low-skill 
employees. 

Thirty-four employees from Department 
A and 90 employees from Department B 
constitute the sample. The schedules of the 
questions used are semi-structured. They 
outline specific areas which ought to be 
covered but leave the interviewer free to de- 
cide upon the sequence of the questions.” 

The interviews were held in the plant, 
on company time. Notes were taken during 
the interview and recorded immediately at 
the end of the day. Interviews were held 
on different days of the week for a period 
of seven months.® 


EVIDENCE THAT THE 
EXPERIMENTAL CONDITIONS 
EXIST FOR THE EMPLOYEES 


The design of the study calls for a priori 
predictions about employee behavior in 
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Departments A and B. The differences, if 
any are found, are to be attributed to the 
differential characteristics assumed to exist 
in the technology of Departments A and B. 
(For example, A gives employees much more 
opportunity for varied, creative work than 
does B.) Before the hypotheses can be 
tested, however, we must show some evi- 
dence that the employees perceive the dif- 
ferences between A and B as we assume they 
do. The researcher’s assumption of dif- 
ferences are based upon management's job- 
classification structure. It is one thing for 
management to classify the jobs in Depart- 
ment A as skilled and Department B as non- 
skilled and to pay the employees according 
to these classifications; it is quite another 
for the employees to perceive these differ- 
ences. 

Evidence that the employees experience 
the experimental conditions as the research- 
ers assume can be obtained from a number 
of sources. Ninety-four percent of the em- 
ployees in Department A (high-skilled) re- 
port that they have jobs in which they 
experience “plenty of variety,” “as much 
variety as they can handle or more.” Eighty- 
seven percent of the employees in Depart- 
ment B report that they have jobs which 
are “completely routine,” “dull,” “monot- 
onous,” “with little if any variety.” 

Further evidence is obtained by analyzing 
the data related to “perceived personal satis- 
faction” about their jobs. Eighty-five per- 
cent of Department B (low skill) report that 
they obtain “no satisfactions from their 





7 For a more detailed discussion see Argyris, Chris, 
Human Problems in a Large Hospital. New Haven, 
Labor and Management Center, Yale University, 
1956. 

8A monograph being written provides detailed 
discussion of the research methods and an analysis 
of the organization as a social system. This work 
is tentatively entitled Theory and Method of Diag- 
nosing Organizational Behavior. 
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work excepting good wages.” Eighty-three 
percent of the employees in Department A 
report that they gain “much personal satis- 
faction because they have challenging and 
creative work.” 

A few qualitative examples to illustrate 
the differential feelings are: 


Department A: “I think the satisfaction 
I get is to know that I have done a job well. 
I like to do a perfect job; I like to feel some- 
thing’s done really good; it’s really perfect. 
When I take a look at a piece that I can tell 
has been made well, I get a real sense of 
satisfaction.” 

Department B: 1. “If the work is all 
right, then I make money, and that’s my 
biggest satisfaction. If I don’t, I get pissed 
off. What else is there to be satisfied about? 
I learned long ago the only thing you can 
get out of a good job is good pay.” 

2. “The only reason I work is to make 


money. No other reason. Some guys (damn 
few) say they work for pleasure. They must 
be bats. How the hell am I supposed to 


get satisfaction from this job? I'd just as 
soon get out and dig holes, at least I'd be in 
the fresh air.” 

A second assumption made by 
search design is that the degree c .w2- 
pendence and subordination required of 
the employees by the leadership and the 
managerial controls will not vary signifi- 
cantly between Departments A and B. These 
assumptions must also be verified as repre- 
senting reality from the employees’ point of 
view. 

Seventy-five percent of the employees in B 
and 84% in A view the leadership as “‘ex- 
cellent because they hardly ever bother us, 
because they continually try to help us earn 
good wages and have secure jobs.” In dis- 
cussing the contacts that they have with 





® Lewin, Kurt, op. cit. 


230 


management, 63% in B and 68% in A view 
the management as being “friendly,” “down- 
to-earth,” “interested in the employees,” 
and “continually striving to make the em- 
ployees feel they are not simple machines.” 

Turning to controls, we find that almost 
no employees in either department describe 
the budgets as pressuring them. One ex- 
planation of this may be that the budget 
system is only a few months old and has 
not had an opportunity to be felt by the 
employees. Turning to the incentive sys- 
tem, 67% in Department B and 62% in 
Department A view the piece rates as “being 
fair,” “some rates tough, some easy, but the 
overall average is fair,” and “wish they were 
slightly higher, but this is not a complaint.” 

In response to a question on the freedom 
the employees feel, reflecting on the leader- 
ship and the controls together, 88% in De- 
partment B and 100% in Department A 
report they have “as much, or almost as 
much, freedom as they desire.” Finally, in 
an over-all indication of the degree of 
pressure the employees feel, 91% in Depart- 
met B and 100% in Department A say that 
they “never, or hardly ever, experience pres- 
sure.” 

It seems reasonable to assume that the 
degree of dependence and subordination 
required of the employes in Departments A 
and B does not vary significantly between 
the departments. This says nothing about 
the amount of dependence and submissive- 
ness perceived by the employees. We are 
simply saying that whatever the amount is, 
it is about equal in both departments. 


SOME DIFFERENCES 

BETWEEN HIGH SKILL 

AND LOW SKILL EMPLOYEES 

A method has been developed to infer the 
predispositions that individuals manifest 
while at work, plus their potency (in the 
Lewinian sense of the term).® 





TABLE | 
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STATISTICAL 
SIGNIFICANCE 11 


HIGH SKILL 


LOW SKILL 





1. Express a high sense of self-worth and self- .001 
regard related to their technological capa- 
bilities. 

2. Express need to be active. 

3. Express need to work with others. 

4. Express need for variety and challenge in 
their work world. 

5. Express need to have some close friendships 
while at work. 

6. Express need to produce quality work. 


7. Express almost no need to overemphasize 
the importance of material rewards. 

8. Express need to learn more about other 
kinds of work within the same job family. 

9. Participate in activities outside their work- 
place judged by the researcher to be crea- 


tive. 


1. Express a very low sense of self-worth and self- 


regard. 


. Express need to be passive. 
. Express need to be alone. 
. Express need for routine, nonchallenging work. 


. Express desire not to make close friendships while 
at work. 

. Express need to produce adequate (quantitative) 
work to make a fair day’s pay. 

. Overemphasize the importance of material re- 
wards. 

. Express almost no need to learn other kinds of 
work, 

9. Participate in activities outside their workplace 
judged by the researcher to be non-creative. 





A word about our use of the concept 
“predisposition.” For the sake of con- 
sistency and simplicity the personality as- 
pects upon which we focus are all categor- 
ized as “predisposition.” A predisposition 
is defined as a tendency to act in a particular 
situation. The predispositions are inferred 
from the interview data. The analyst combs 
the interview for any themes from which he 
can infer the desires that the participant 
wishes to satisfy while at work.!° An anal- 
ysis of these data show that statistically the 
high-skill (HS) employees differ significantly 
from the low-skill (LS) employees as follows. 

These data confirm the hypothesis that 
the technology has an impact upon the 
predispositions and activities of human 
beings. Further analysis, however, raises 
the question of how significant this impact 
is if one is focusing on mental health prob- 
lems. 


THE DEGREE OF 
SELF-ACTUALIZATION 

OF HS AND LS EMPLOYEES 

The answer to this question becomes evident 
when we note that the self-actualization 
scores of the LS and HS employees do not 
differ significantly. Both sets of employees 
have equally high scores. These scores pur- 
port to quantify (in a primitive manner) the 





10 A predisposition is not assumed to be as basic as 
the “needs” or “need system” postulated by many 
psychologists. The psychologist’s concept of “need” 
usually refers to those predispositions (to use our 
terms for the moment) that are more genotypic (that 
is, they are manifested in many different types of 
situations). Our predispositions are limited to the 
organizational context being studied. 

11 The probability of obtaining by chance a dif- 
ference as large as that reported is computed by 
employing statistical procedures appropriate for use 
with independent proportions. See Quinn Mc- 
Nemar, Psychological Statistics. New York, John 
Wiley & Sons, 1955, p. 60. 
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degree to which an individual actualizes 
himself while in the organization. 


TABLE 2 

Frequency distribution of self- 
actualization scores in high skilled 
and low skilled employees 





HS(%) 








85-89 5 
90-94 .5 


95-100 





In other words, even though the LS and 
HS employees differ significantly in terms 
of the characteristics listed above, their de- 
gree of self-actualization is the same. Thus, 
in this case, the often-quoted generalization 
by mental health practitioners that low skill 
employees will tend to have a lower degree 
of self-actualization than high skill em- 


ployees is not upheld. 


SIMILARITIES BETWEEN 

HS AND LS EMPLOYEES 

If the HS and LS employees do not differ 
significantly in self-actualization, then it 
must be that in addition to the dissimilar 
predispositions, they must have similar ones 
which are of higher potency and which are 


being expressed. The data confirm this 





12See Lewin, Kurt, A Dynamic Theory of Per- 
sonality, New York, McGraw-Hill Book Co., 1935; 
Fromm, Erich, The Sane Society, New York, Rine- 
hart & Co., 1955; Sullivan, Harry Stack, Conceptions 
of Modern Psychiatry, William Alanson White Psy- 
chiatric Foundation, 1947; Rogers, Carl R., op. cit. 
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hypothesis. The four predispositions with 
the highest potency are similar for both 
groups of employees. They are: 


FREQUENCY 
OF CHOICE 


(Percent) 

HS LS 

1. To be left alone by management 97.0 89.0 
2.To be non-involved, indifferent 
and apathetic about the formal 
goals and problems of the organ- 

ization 96.0 86.0 
. To experience skin-surface inter- 

personal relationships 96.0 90.0 
. To earn fair wages and to have 


secure jobs 92.0 89.0 


From the first two predispositions we may 
infer the employees desire to be left alone 
by the formal authorities and not to be 
required to become ego-involved in the ob- 
jectives of the company. Apparently the 
employees have withdrawn psychologically 
from the organization. They may be said 
to be in a state of apathy. 

Apathy also seems to characterize the em- 
ployees’ predispositions with regard to their 
interpersonal relationships with others. We 
note that they desire few interactions and 
those to be mere skin-surface relationships. 
This apathy toward human relationships 
(as differentiated from apathy toward non- 
human relationships) may be defined as 
alienation. Employees who are alienated 
are therefore defined as those who do not 
tend to desire the rich interpersonal ac- 
tivity usually assumed by some personality 
theorists to be a basic characteristic of 
man.!? In short, alienated people are will- 
ing to separate themselves from human re- 
lationships. 

From the employees’ point of view (espe- 
cially those on low-skill jobs) alienation may 
be a sensible way to adapt to their working 





world. Why, they reason, should they be- 
come ego-involved in a world that will not 
permit them to express mature aspirations 
and to gain satisfaction of their adult needs? 

At this point, the data simply permit us to 
hypothesize that the primitive state of in- 
terpersonal relationship inferred to exist 
inside the plant also seems to exist in the 
activities the employees engage in during 
their non-working hours.!* Thus the em- 
ployee may be hurting his “long-range self” 
without realizing it. 

Here is an important area for research. 
What precisely are the mental health im- 
plications of prolonged experiences of apa- 
thy and alienation? Can prolonged apathy 
and alienation lead to mental illness? If 
so, by what processes and toward what types 
of illnesses? 

Returning to the data, one may further 
hypothesize that the alienation (apathy 
towards others and towards one’s self) will 
tend to lead the employees in both groups to 


express a low degree of competence in their 
relationships with people. At the same 
time, recalling the job differences between 
the LS and HS employees, we may hypothe- 
size further that only the latter will tend 
to express a high degree of competence in 


mF 


their dealing with “things.” These hypothe- 
ses are confirmed. LS and HS employees’ 
sense of competence and regard for their 
competence in interpersonal relationships 
is low and about the same for both groups. 
On the other hand, we have seen (Table 2) 
that only the HS employees report a high 
degree of competence in their dealing with 
“things.” 


SOME COMMENTS ON THE 

“HUMAN CLIMATE” 

OF THE ORGANIZATION 

Let us now look briefly at the environmental 
culture of the organization in which these 
results are being obtained. 
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An analysis of the data shows that man- 
agement believes, and the employees agree, 
that the organization is not pressure-ori- 
ented. (In fact, in the writer’s experience, 
this is the least pressure-oriented plant he 
has ever studied.) The leadership con- 
sciously refrains from pressure tactics. As 
to managerial controls, they are just being 
established. One of the highest officials 
remarks that if controls upset people, the 
controls will go! 

The employees in both groups report they 
appreciate the lack of pressure. They are 
very loyal to the organization, produce an 
amount that is appreciated by all levels of 
management, have continually voted down 
a union, and have a long record of low ab- 
senteeism, low turnover, and low grievance 
rates. 


OVERSIMPLIFIED THEORIES 

OF INDIVIDUAL-ORGANIZATIONAL 
HEALTH 

From the above, it is not difficult to see why 
both management and employees are quite 
content with each other and with the organ- 
ization. Each group feels it is getting what 
it desires. 

On the other hand, the employees report 
that they desire a world in which 1) they 
are not required to become ego-involved and 
made (partially) responsible for the organ- 
ization’s health, 2) they are permitted to 
be alienated and 3) they are paid well (from 
their point of view) and guaranteed a secure 
job. It must be stressed again that no ade- 
quate evidence exists to help the mental 
health practitioner decide how mentally 
unhealthy or healthy is this state of affairs. 
(As far as the writer is aware, not even a 
reliable and valid concept of mental health 
exists.) It may be that the situation herein 
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described is not unhealthy for individuals 
and will not lead to mental health problems. 
On the other hand, there is enough evidence 
to hold with equal vigor the hypothesis that, 
as Fromm implies, alienation can lead us to 
become a sick society (8). I tend to believe 
Fromm has made an important point. How- 
ever, much research is needed really to test 
the hypothesis. 

The other side of the argument that must 
be kept in mind is that mental health of 
the individual is a product of his total life 
situation. It may be that an individual can 
endure a significant amount of deficiency 
in actualization within the plant and make 
up for it in activities outside the plant. 
What little evidence I have seen seems to 
suggest that there is a correlation between 
the in-plant actualization and outside ac- 


tivities. People with low actualization 


within the plant do not seem to make up for 


it as judged by the kind of community ac- 
tivities in which they participate. Recent, 
and as yet unpublished, research by the 
writer reinforces the above conclusion. For 
example, most of the employees (low- and 
high-skill) do not participate in “outside” 
organizations in the community. However, 
systematic research is lacking and no definite 
conclusions may be drawn at this time. 
On the other hand, we find that the 
managers’ concept of organizational health 
is equally obscure if not invalid. Manage- 
ment is using a set of criteria about organ- 
izational health which leads the executives 
to diagnose the health of the organization 
as high. For example, they see: that ab- 
senteeism, turnover, grievance rates are low 
and that the production and loyalty are 
high, and on the basis of their theory, judge 
that all is well. The problem is that their 
theory about organizational health is over- 
simplified and internally inconsistent. It 
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is oversimplified because it does not include 
the health of the individuals working for 
the organization. It is inconsistent because 
it has two inconsistent and independent sets 
of criteria for organizational health rather 
than one unified set. For example, manage- 
ment assumes that an organization with low 
absenteeism, low turnover, low grievance, 
will also tend to have employees who are 
productive and who desire to be identified 
with the company, to participate in all deci- 
sions that directly influence them, to worry 
about making the company more effective, 
to feel some responsibility for the over-all 
health of the company, and to develop 
close relationships with management and 
each other so that such phrases as “one 
happy family,” and “we’re a close company,” 
mirror reality. 

Our data show that the above theory is 
not as integrated as management assumes. 
For example, the plant has a very low rate 
of absenteeism, turnover, and grievances. 
The employees are productive. Up to this 
point, management’s theory holds. The 
same employees, however, also express little 
identification with the company, little desire 
to feel some responsibility for its over-all 
health, little desire to win promotions as 
foremen, little desire to have close friend- 
ships with management or with each other. 
Nor do they express strong needs to belong 
to cohesive groups. 

This does not mean, however, that the 
plant isn’t “one happy family.” The em- 
ployees, according to our measures, are very 
loyal to the organization because they need 
to be in situations where they are simply 
asked to produce and not required to be- 
come identified with, or deeply involved in, 
the company. As one employee puts it, “I 
love this company; it’s a wonderful place. 
They pay excellent wages, give good benefits 
and they leave you alone. There’s a relaxed 
friendly feeling here. Yo. don’t feel the 





constant pressure as you do in Company Y. 
No sir, I wouldn't leave this company even 
if someone wanted to pay me more.” Thus, 
strong loyalty is not necessarily built upon 
an active, interested, healthy employee 
group. On the contrary, the opportunity to 
be apathetic, disinterested, non-involved, 
could generate strong loyalties within the 
employees as long as wages and job security 
remain high. 

The most crucial needs HS and LS em- 
ployees report are wages, job security, job 
control, non-involvement and togetherness, 
following that order. Does this mean that 
money is most important? Are we back to 
the economists’ theory of rational man? The 
answer to the first question is, “Yes,” and to 
the second, “No.” If money is important, 
it is not because man is the inherently ra- 
tional being pictured by some economists. 
The employee is still a complex organism 
with inner strivings to grow, to develop, to 
have a sense of inner worth. It is 
precisely because he is not permitted truly 
to actualize his potential that he makes a 
decision to “simplify” his personality, mak- 
ing money and other material factors most 
important. It is as if the employee says to 
himself, “I want to be a healthy creative 
human being; I cannot be, and still produce 
what I am required to produce. Therefore, 
I will say, “To hell with my total person- 
ality,’ and place the major emphasis on 
money.” 15 

Such a decision is not a rational one. It 
is a deep, emotional, human one. Neverthe- 
less, it makes money and job security very 
important to the employee. If this is valid, 
then administrators of complex organiza- 
tions are faced with one of the most difficult 
human problems ever to challenge them. 
On the one hand, it becomes easy for both 
the administrator and the employees to de- 
emphasize human values and to operate on 
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a quid pro quo basis of money, job security, 
and benefits. As long as a minimum stand- 
ard of human relationships is maintained, 
the “rational man relationship” could well 
flourish. But, as the data point out, such 
a theory will produce and reward apathy, 
indifference, alienation, and non-involve- 
ment. 


RELATING INDIVIDUAL HEALTH TO 
ORGANIZATIONAL EFFECTIVENESS 


If the above is valid, clearly individual and 
organizational “health” are so interrelated 
that it may be impossible to consider one 
without considering the other. Men like 
Lewin and Harry Stack Sullivan showed 
years ago that man cannot be separated 
from his environment. In studying the 
problems of industrial mental health, it 
may be that man may not be separated from 
the organization. The unit becomes the in- 


* dividual-organization. 


In stating this position, are we making 
a value judgment that it is good for organ- 
izations to exist? The answer must be pro- 
vided on two levels. First, as far as the 
researcher is concerned, organizational sur- 
vival is not a matter of value. Organiza- 
tions must exist for the researcher as do 
leaves for the botanist, human bodies for 
the biologist, and birds for the ornithologist. 
Without organizations, the researcher on 
organizations would have nothing to study. 

Turning to the value problem from the 
mental health practitioner’s point of view, 
the following may be said. Most students 





18 Two points worth noting are: It is not only 
industry which forces the employee to simplify his 
personality. The family, schools, churches, etc., 
may all have similar impacts. Second, the employee 
is willing to simplify his personality up to a point. 
This does not mean he will accept money to be 
treated in an inhuman manner. 
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agree that, basically, organizations are cre- 
ated by man to fulfill needs that require the 
collective efforts of human beings. These 
needs are essential if man is to survive. 
Thus, stating that organizatiOns must sur- 
vive is simply affirming the most basic needs 
of mankind. I[t is precisely because human 
survival and health are crucial that organiza- 
tion effectiveness is emphasized. Without 
organizational effectiveness, man could lose 
his individual health. 

This position is openly acknowledged by 
the employees. Interviews with the em- 
ployees show quite clearly that they feel 
responsible for keeping the organization 
alive. The problem, from a mental health 
point of view, is that they too have internal- 
ized management’s inadequate standards of 
organizational effectiveness. Consequently, 
they too, feel that low absenteeism, turnover, 
grievance rates and high production imply 
a healthy organization. They report a high 
degree of satisfaction with their mental 
health. In fact, our data lead us to predict 
that over 90% of the employees and 100% 
of the management in this plant would 
resist or even reject a mental health pro- 
gram that attempts to emphasize individual 
health “vs” or “over” the requirements of 
the organization. The employees report 
themselves to be “too realistic” to see such 


a program as in their interest. 
Difficult as the situation may sound, there 


is at least one possible direction to consider. 
These feelings of responsibility for organ- 
izational effectiveness could become the 


foundations for the building of an effective 
preventive mental health program in in- 
dustry. Is it not a sign of some health when 





16 For some preliminary dimensions of organiza- 
tional health, see the author’s “Organizational Lead- 
ership,” ONR Conference, March, 1959, in a book to 
be edited by Luigi Petrullo. 
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an individual is willing to see himself in a 
realistic perspective in his relationship with 
his society? To be willing to give of one’s 
self without feeling one is giving up one’s 
self may be an important building block 
for a healthy society. 

The argument is not being .made that an 
overemphasis on organization could not 
lead to the ideal of an “organization man” 
who submits his uniqueness and his health 
to the demands of the organization. This 
possibility is admitted and must be avoided. 
It is the contention of the writer that, in the 
final analysis, the existence of organization- 
man is symptomatic of sick organizations. 
Organizations are tools which help man to 
survive. They are created by man. Man 
can change them to facilitate individual 
growth. 

Changing organizations today, however, 
is a very difficult task and the major barrier 
is that there exists no theory or empirical 
knowledge that tells us in which direction 
changes ought to be made. As mentioned 
above, the traditional management theories 
are inadequate, but the new human rela- 
tions theories may be equally inadequate. 
One must conclude from this study that the 
informal employee system, assumed by many 
social scientists to be one answer to the 
problem, does not offer a solution. The 
informal employee system in this plant 
sanctions and protects employees apathy, 
indifference, and alienation. 

Herein lies the challenge of the future for 
preventive mental health. Much thinking 
needs to be done on developing dimensions 
of organizational effectiveness.!6 Much re- 
search needs to be conducted on how to 
maximize individual-organization health. 
In the organization studied only such a 
theory would appeal to both the employees 
and the management, who express a deep 
desire that the plant must survive, even, if 
necessary, at their psychological ‘‘expense.” 
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CHARLES W. SLACK, Pu.D. 


Experimenter-subject psychotherapy: 


a new method of introducing intensive 


office treatment for unreachable cases 


This paper constitutes a report on a pilot 
study which is presently investigating a new 
method of introducing “unreachable” cases 
to psychotherapy. It must be considered a 
preliminary report. Only 11 cases (all 
male) have been involved in any way with 
the new method of treatment and only eight 
of the 11 should “count.” Seven of the 
eight who “count” are delinquents who are 
still in treatment with the author and two 
of his associates as of March 1, 1959, and 
one was not a delinquent but a conscien- 
tious objector whose treatment was success- 
fully completed in about 50 hours. Of the 
three who “don’t count,” one was a non- 
delinquent student whose treatment never 
really “got underway” in 15 hours and who 
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stopped coming because school let out. It 
can’t be stated whether or not treatment 
would have been successful if continued. 
The remaining two were delinquents whose 
treatment was interrupted at the very be- 
ginning due to circumstances beyond con- 
trol. One boy committed a robbery on the 
night after his first two-hour interview, was 
caught and sent to reform school, and the 
other went to work after only two inter- 
views and couldn’t come at the available 
hours. Both stated that they would have 
continued if they could. The author has 
just started to resume treatment in the case 
of the boy who was in reform school. 

All therapy reported on in this paper was 
done by the author, although most of the 
findings have been cross-checked by the ex- 
perience of at least one other worker. All 
therapy was recorded on tape. All subjects 
involved in the project have had at least 
one thing in common—a high resistance to 
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even the idea of going to a psychiatrist or 
psychologist for any reason whatsoever and 
especially for help with personal problems. 
In the case of two delinquents, psychother- 
apy had at one time been a condition of 
probation. They never showed up at the 
clinic where they were supposed to go. 
Others had had “run-ins” with psychiatrists 
and psychologists in prison and in reform 
school and all had a negative attitude to- 
ward the professions. All stated that they 
would never have gone to a psychiatrist or 
psychologist and all had histories of active 
refusal to get professional help with per- 
sonal problems. 

A sample of a small number of incom- 
pleted cases seen by a single individual is 
not much to go on in evaluating a thera- 
peutic technique. However, the technique 
is primarily a technique for introducing 
treatment in otherwise unreachable cases. 


Such a method can probably be as well 
evaluated from cases in treatment as from 


completed ones. At any rate, the results 
so far are exceedingly encouraging. Al- 
though the number of cases is small, one 
must remember that they would all be defi- 
nitely classified as unreachable. This makes 
the attainment of a therapeutic relationship 
in even a single case a noteworthy event. 
Eight or nine cases in a row may very well 
be a significant trend indicating the effec- 
tiveness of the method. 


PSYCHOTHERAPY WITH 

“UNREACHABLE” CASES 

Office practice of intensive psychotherapy 
and psychoanalysis has heretofore been al- 
most impossible with so-called “unreach- 
able” and involuntary cases. Two major 
reasons for this state of affairs are, first, the 
high cost of treatment and second, an ex- 
tensive and intensive resistance to treat- 
ment, which includes the act of going to 
the therapist. Consequently, large and im- 
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portant groups of patients have gone with- 
out study and treatment by the intensive, 
individual, voluntary methods of psycho- 
analysis and other depth or “reconstructive” 
therapies. There is no literature on this 
type of treatment with such groups as mem- 
bers of religious sects whose beliefs tend 
to preclude psychology and psychiatry, so- 
cial deviants who do not wish to be “cured,” 
transients such as gypsies and migratory 
workers. Others, such as adolescents, are 
so difficult to work with in office psycho- 
therapy that psychoanalysis, for example, is 
often contraindicated. 

Among adolescents there is a group which 
needs intensive study and treatment in a 
most vital way. These are the lawbreaking 
adolescents whose car thefts and gang wars 
are a major social woe. If it could be dem- 
onstrated that some adaptation of tradi- 
tional intensive treatment was feasible with 
this group, the demonstration would stimu- 
late interest and serve as a model for the 
reaching of other unreachable cases. 

This paper is intended to describe the 
use of a new approach to psychotherapy 
which overcomes resistance and makes pos- 
sible the conducting of office-type depth 
psychoanalysis and other forms of intensive 
psychotherapy with groups such as juvenile 
delinquents. Although the method does 
not solve the economic problem, it does not 
substantially increase the cost of treatment. 
If individual treatment could prevent crime 
in any significant way, it would probably 
pay for itself. 

Unfortunately, there would appear to be 
little hope for the success of individual psy- 
chotherapy with delinquents. There is no 


-way in which one can view the record and 


feel satisfied with the present situation. 
Healy and Bronner (1) achieved 50% cessa- 





1Freud, Anna, address delivered at Clark Uni- 
versity, 1957. 
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tion with intensive treatment. However, 
since this was a “total push” effort involving 
school, home, and social agencies, and in- 
cluded intensive treatment of parents, the 
figure cannot represent child-treatment 
alone. (In another much more recent study 
involving a control group, those receiving 
treatment committed slightly more delin- 
quencies than those without treatment.) * 3 

There is no need to go deeply into the 
failure statistics. Prevailing opinion among 
informed and experienced workers in the 
area seems to be that individual treatment 
is not going to prove a primary means of de- 
creasing delinquency. Other methods which 
involve going to the delinquent and work- 
ing with him in his natural group (street- 
corner working *) and total residential treat- 
The trend 
total 


ment 5»® seem more hopeful. 
toward street-corner working and 
milieu treatment is not, of course, merely 


a response to the failure of individual treat- 
These methods are valuable and 
individual 


ment. 
successful in themselves. If 
treatment could be made successful, it could 
be used in connection with other techniques 
and might become the method of choice for 
those individuals who, for one reason or 
another, fail to readjust as the group ac- 


quires new norms. Such isolated individ- 





2McCord, W., and J. McCord, Psychopathy and 
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3 Powers, E. and Helen Witmer, An Experiment in 
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Somerville Youth Study. New York, Columbia Uni- 
versity Press, 1951. 

4 Austin, D. M., “Goals for Gang Workers,” Social 
Work, 2(1957), 4. 

5 Redl, F. and D. Wineman, Control from Within. 
Glencoe, IIl., Free Press, 1952. 

6 Weeks, H. A., Youthful Offenders at Highfields. 
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uals do not respond to positive group pres- 
sure and the group worker may find he is 
spending a great deal of time working with 
a single destructive member in order to pre- 
vent him from blocking the group’s prog- 
ress. 

It is doubtful whether the poor results 
to date are representative of the effect which 
psychological treatment could have if cer- 
tain very large burdens were lifted from the 
therapeutic endeavor. Perhaps psychother- 
apy with delinquents has operated under 
such handicaps that it cannot properly be 
called psychotherapy—except in the very 
rare cases where it “takes” for reasons not 
applicable to other cases. 

In any attempt at treatment the thera- 
pist starts at a serious disadvantage. To 
the delinquent he is an enemy; he repre- 
sents law and order and is presumed to be 
trying to convert his patient to the hated 
cause. Few delinquents come willingly to 
psychotherapy. The therapist has to con- 
vince them that he is friendly and truly 
permissive. 

In view of these difficulties it is not sur- 
prising that therapeutic attempts fre- 
quentty fail.7 


In part, the trouble lies in misconceptions 
about the personality and function of the 
psychiatrist. Instead of viewing him as a 
person through whom to get help, the work- 
ing class adolescent sees the psychiatrist as 
a person to be avoided at all cost. He is 
afraid of him and that fear is broad and 
deep. 

Like I say, he asked me ‘what are you 
in for?? He was a weird looking bastard 
—bushy—just like a regular guy you see 
in the movies—bushy hair—tight, kinky, 
bushy hair, thick thick glasses and a mus- 
tache like a weird looking bastard, man. 
His eyes look like they went right through 
you when you’d meet his stare. (From 
tape-recording of delinquent subject No. 


5.) 


They give you all kinds of needles in the 
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head and fix wires to your brain. I would 
never go to one of them guys. I don’t 
mind needles or nothin’, but—have one 
of them creeps asking me questions? Later! 
(From recording of delinquent subject 


No. 1.) 


The fear includes both superstitious and 
realistic elements. ‘The psychiatrist cannot 
read minds, but he can lock you up without 


trial. He cannot turn you into a werewolf 


(as was done in the film J Was a Teenage 
Werewolf), but he can analyze the things 
you say and come to the conclusion that 


there is something wrong with you. Since 
the psychiatrist is often imagined to be a 
diabolically powerful person, his inability 
to render change in a short time may cause 
severe disappointment and resulting dis- 
illusionment. 


... I've had times in there, one of the 
times when I went back I just went in the 
bunk and I laid down on the rack. I went 
into the cell and I laid down on the rack 
and just looked down and ran up and just 
grabbed ahold of the bars and I just 
wanted to rip them apart and got all 
choked up—lI didn’t cry, one time I almost 
did cry—I just flipped, though. I flipped 
my lid one time, I threw the table right at 
the cell and everything. The screw come 
up and asked me what was the matter—I 
told him ‘Get out of here,’ like that there. 
So then they sent the guy [prison psychol- 
ogist] in to see me, some guy who asked 
me a whole bunch of questions: “You got 
any strange habits?’ and all this stuff. So 
I mean, how the hell do they expect you to 
feel in there? You tell them .. . then 
after a while you say what’s the use of tell- 
ing them guys. . . . (From recording of 
delinquent subject No. 5.) 


In some ways it seems as though the en- 
tire “doctor-patient” relationship is inade- 
quate. 

But it is quite clear that the basic struc- 


turing of the physician’s role in our society 
did not come about through the applica- 
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tion of theories of the ideal situation for 
psychotherapy. It was a spontaneous, un- 
planned development of social structure 
which psychiatry has been able to utilize 
and develop, but which originated inde- 
pendently of its influence.§ 


The doctor-patient relationship is, after all, 
a very special transaction ® with limits and 
requirements which involve going and com- 
ing, eating and sleeping, tone of voice in 
talking and obeying of certain commands— 
just to name a few. It takes years of condi- 
tioning, cultural processing and even inter- 
ested study in popular literature before the 
middle class child understands what doctors 
can and cannot do. We cannot expect the 
working class delinquent to respond to a 
treatment which begins only after a fairly 
realistic understanding of this situation de- 
velops. Why should a working class indi- 
vidual be expected to see the point of giving 
up so many hours of his life for a promise 
of some sort of vaguely defined help? 

Spiegel (2) has mentioned the difference 
in time orientation between middle class 
American and working class Italian-Ameri- 
can and Irish-American. The working class 
groups put very little emphasis on future 
time which includes such functions as sched- 
uling and planning. Psychotherapy, basi- 
cally a middle class institution, demands a 
high reliability of attendance from both 
doctor and patient. 

Furthermore, there would appear to be 
a fundamental indignity involved in sub- 
mitting one’s self to examination in very 
personal areas. It must be proved to be 
worth it. The doctor, himself, might be 
living proof of its worth except for the fact 





8 Parsons, T., The Social System. Glencoe, IIl., 
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9 Miller, W., “Two Concepts of Authority,” Ameri- 
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that the juvenile delinquent patient has 
difficulty in identifying with the doctor. 
He can never be a doctor, is ignorant of 
his ways, and is suspicious of his motives. 
The gulf heightens feelings of inferiority 
which are further increased by those aspects 
of the treatment which encourage discussion 
of childish things. The process feels de- 
grading to the patient. The doctor wants 
the delinquent first to realize that he needs 
help and then to come willingly to get it. 
To the patient, it seems as though someone 
is trying to make him think he is crazy or 
at least incapable of getting along on his 
own. The delinquent is extremely sensi- 
tive about his needs for attention, love, and 
help. He is not likely to sacrifice his hard- 
won pride by giving in to coming day after 
day when the very act of coming represents 
an admission of his emotional deprivation. 

The act of coming may also represent 


hostility toward the parents, and some de- 
linquents are very defensive about their par- 
ents, being fearful of losing what little sup- 
port they have. Coming to treatment may 
also stand for a submission to the will of 


authority. If that authority makes no be- 
lievable offer of tangible support, there is 
little point in offering one’s self up to such 
a schedule. 

Important as these reasons are, they are 
probably not as potent resistances in the 
single person as when combined with group 
pressure from other gang members. The 
individual delinquent gains much of what- 
ever sense of identity he has from member- 
ship in the group with which he “hangs.” 
Therefore, he can never be expected to per- 
form an important series of actions which 
will run contrary to their standards of con- 
duct. 

I couldn’t show my face back at the 
corner. They'd say are you buggy or 
what? That's why I never went. Naw, 
naw man, that don’t go . . . they can’t 
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make a person go. They think they can 
but they can’t. Not if he doesn’t want to. 
(Subject No. 3.) 


All in all, the therapist is in a most diffi- 
cult spot when he tries to treat the invol- 
untary juvenile delinquent patient. His 
job is not made much easier by the methods 
of coercion and persuasion which he has at 
his disposal to make the delinquent come. 
If the delinquent patient were to come reg- 
ularly and voluntarily, many of his mis- 
conceptions about the therapist, his methods 
and motives would be straightened out in 
the treatment itself. If it were socially ac- 
ceptable to the family and friends and con- 
tained tangible rewards or reinforcements, 
then treatment might proceed without the 
crippling handicaps now encountered. In- 
stead, the method of coercing—of threaten- 
ing the patient with prison or reform school 
for not coming—may even make matters 
worse. It can cast a dark shadow of open 
defiance over an already gloomy picture. 
Coercion may be of some use in those cases 
where a strong voluntary basis is covered by 
a veneer of resistance. For example, the 
patient can say “I’m only going because I 
have to” and use this as a rationalization 
for committing a socially disapproved act. 
By and large, however, it is bound to be of 
limited value. You cannot force a person 
to be free; psychotherapy and coercion are 
antithetical. 

The therapist who is treating a patient 
under coercion must, of course, go to great 
pains to separate himself from the forcing 
agent by protesting that it is not he, but the 
abstract law, who is responsible for the pres- 
sure. The therapist must convince the pa- 
tient of the truth of a really weak argument. 
“I do not want to make you come; that is 
someone else’s idea. I want you to come; 
that is my idea. Someone else thinks that 
you would change and that I’m going to 
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make you do it and that is why they make 
you come. They are wrong, I cannot make 
you change, I can only help you to do what 
you want to do. And yet I let them do it,” 
etc. The therapist and patient are never 
more than making the best of a very bad 
situation. Even if the therapist succeeds in 
separating himself and his hour from the 
resentment which surrounds it, the results 
are likely to be unsatisfactory. If the pa- 
tient seems to be responding well during 
the hour, this does not mean that the bene- 
fits are generalized. The hour separated 
from the agency of its existence seems also 
to be separated from other things of life. 
Yet there is no method in common practice 
other than coercion which will bring the 
recalcitrant and unreachable patient into 
the office for the first few times. The pa- 
tient must come once or twice before he can 
be persuaded to come again. 

Persuasion itself may involve voiced or 
implied promise of infantile gratification or 
at least parental-like care. There is a hos- 
tile implication and an element of deceit 
in such “seduction.” One promises what 
one does not intend to deliver. Of course, 
every patient has, to some extent, the wrong 
idea of what psychotherapy is until his treat- 
ment is completed. However, the therapist 
should not contribute to the misunderstand- 
ing by letting the patient believe that his 
infantile wishes can be gratified during 
treatment. When the patient discovers that 
they are merely going to be exposed, his 
resentment may preclude his experiencing 
the benefits of the understanding which re- 
sults from that exposure. 

This raises a most important point about 
the contribution of psychotherapy to reduc- 
tion of juvenile crime. No method of treat- 
ment is going to be effective in cutting 
down the incidence of antisocial acts unless 
it contains a sure way to select the cases for 
treatment. A very high degree of selective 
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effectiveness is required. It is obviously im- 
possible to treat only those for whom a par- 
ticular method happens to work. We need 
to be able to treat those who are doing or 
about to do the damage. Highly reliable 
techniques for spotting and getting into 
treatment those most “inflammatory” cases 
is a must, if individual treatment is to be 
more than an expensive game of skill. 

All in all, there is a real need for another 
way of doing things. If the emotional 
climate which obtains in the successful treat- 
ment of more typical neurotic patients, say, 
of the middle class, could be approximated, 
then psychotherapy could have a chance. 
This does not mean that the external situa- 
tion should be duplicated or that the same 
mechanisms should be used. To the con- 
trary, major changes in the mechanics of 
the process must be made in order to 
achieve the same emotional atmosphere 
with the working class individual. 

The method outlined and illustrated in. 
this paper introduces some basic alterations 
in the mechanics of the therapeutic process 


‘in order to insure the attainment of an 


emotional setting suitable for good diag- 
nosis and treatment. The alterations also 
necessitate the inclusion of research aims as 
an integral part of the individual psycho- 
therapeutic process. Complete recording of 
sessions is possible, for example, even with 
patients who would otherwise be much too 
suspicious. On-the-couch free association 
has been tried and is workable (although 
probably not the method of choice with de- 
linquents) and such special techniques as 
psychodrama and group therapy may be 
possible although they have not yet been 
tried. 

The method permits high selectivity of 
cases to be worked with in very intensive 
treatment, and is therefore expected to en- 
able individual treatment to contribute to- 
ward the reduction of juvenile crime. 
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THE ROLE TRANSACTION 


The therapeutic techniques to be described 
are founded upon and embedded within 
a role relationship which differs in a num- 
ber of respects from the traditional one. 
Instead of working with a transaction based 
upon the relationship of the physician to 
his patient, we work with one based upon 
the relationship of an experimenter to his 
subject. Basically, the role pattern is de- 
rived from experimental psychology rather 
than from medical psychiatry. It is believed 
that the experimenter-subject transaction 
which belongs to the larger class of em- 
ployer-employee relationships is better 
suited to psychotherapy with involuntary 
and “unreachable” groups than is the doc- 
tor-patient relationship which belongs to 
the larger class of professional relationships. 

Of course, there are many different ex- 


perimenter-subject relationships, just as 
there are many medical ones. The E-S re- 
lationship used in psychotherapy with de- 
linquents is that which permits the greatest 
interaction and mutual exchange of infor- 


mation between the parties. It is not the 
restricted and distant or “objective” rela- 
tionship which is very useful in the later 
stages of scientific work where a precise ex- 
periment is attempted and where uncon- 
trolled factors of experimenter bias are re- 
moved. At that period of psychological 
research the experimenter must absent 
himself, as an unpredictable influence, as 
completely from the scene as possible, and 
no real relationship is formed. In the 
very early stages of research, however, it 





10 Cantril, H., The “Why” of Man’s Experience. 
New York, Macmillan, 1950. See, for example, 
chapter 5. In general the transactional theory, of 
which Cantril is a leading exponent, is of great help 
in understanding the novel role relation. The im- 
plications of transactional theory for E-S psycho- 
therapy will be discussed in a forthcoming paper. 
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is not uncommon for psychologists of 
even the strictest behavioristic bias to 
sit down with the subject and listen very 
carefully to what he says about his 
experiences. At this point both the ex- 
perimenter and the subject are phenomenol- 
ogists and introspectionists, and although 
what is communicated is heuristic and can- 
not often pass for scientific fact, it is of the 
utmost utility as far as discovery is con- 
cerned. Finally, after an experiment has 
been run, it can do no harm to go over the 
whole thing with the subject. There may 
be some benefit in it for him as well as for 
the experimenter. Subjects usually want to 
know “How well have I done?” The post- 
experimental inquiry is a natural time to 
“feed back” knowledge of results to the sub- 
ject. Often this information can be of use 
to him, and lead to an attitude change.!® 

In E-S psychotherapy the inquiry and 
evaluation part of the experimental session 
is lengthened, elaborated, and expanded 
into almost unrecognizable proportions. It 
becomes the main body of the experiment, 
may last years, and provides the structure 
of a relationship which can be as completely 
psychotherapeutic as circumstances such as 
the skill of the experimenter-therapist will 
allow. 

During the time that the E-S relationship 
holds, the experimenter pays the subject for 
his services as information-giver. It is es- 
sential that the material provided by the 
subject be of real value to the experimenter 
independent of its therapeutic value to the 
subject. Recording of sessions, frequent 
diagnostic testing and evaluative procedures 
—indeed, anything which is instrumental to 
research or a research orientation—is highly 
suggested. The subject’s cooperation is en- 
listed in the task of “‘finding out about him- 
self” and at any time he wishes, the experi- 
menter is perfectly willing to spend as much 
time as is necessary in going over the sub- 
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ject’s research protocols, playing back old 
tapes, talking about the purposes of re- 
search (becoming aware of things about 
people, especially one’s self, of which one 
was ignorant, unclear, or unconscious). 

It is important to note that a loose, rather 
than strict, scientific attitude toward the 
research is taken with the subject. The 
subject need not have obsessive concern for 
matters of differing research philosophy and 
methodology any more than the psycho- 
analytic patient should be burdened with 
the problems of warring factions within that 
movement. 

The relationship allows for a great deal 
of ‘give and take’ as to which party is the 
primary beneficiary of the process of un- 
covering information. During the early 
days it is clearly not the subject-patient. He 
has not asked for help nor yet received it. 
Later, during those rare and beautiful mo- 
ments of deep insight and resulting emo- 
tional freedom, it is clearly the subject who 
primarily benefits. After a transition pe- 
riod, a final treatment stage is reached in 
which the overwhelming emphasis of ex- 
perimenter and subject is upon helping the 
subject to become a happier and freer indi- 
vidual. If the subject can afford it and feels 
it is worth it, he may stop being paid him- 
self, or pay the experimenter. 


What kind of research can go on in E-S 
psychotherapy? Obviously not all kinds 
fit into the pattern of activity usually called 
psychotherapy. Are research and treatment 
really similar enough to permit the therapist 
to go about both at the same time? 

The answer to the latter question is both 
yes and no. Yes, with regard to the thera- 
pist’s actions, and no, with regard to his 
role. The role of the doctor is quite dif- 
ferent from the role of the experimenter; 
however, the experimenter may talk in the 
same manner and behave in the same way 
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as the doctor except for stating or implying 
a contractive agreement to treat. 

With regard to treatment, the experi- 
menter’s position is something like this: he 
wants to help the subject and may tell him 
so from the very beginning. The subject 
may be told that he will be allowed and 
even encouraged to make use of any and 
all information available to him and the ex- 
perimenter to make his life happier in any 
way he sees fit. The experimenter is under 
no formal obligation or role-demand to 
help the subject who is, of course, under 
no formal obligation to accept help or to 
change. 

The therapeutic pattern of the interac- 
tion restricts the kind of research, of course, 
and limits it to the clinical case-study. It is 
obviously research into the attitudes ‘and 
feelings of a single individual, and such re- 
sults cannot easily be generalized. 

We can take advantage of the fact that 
every therapeutic method yet devised, from 
hypnosis to non-directive technique, is also 
a research tool; there is no restriction im- 
posed by the change from a research-cen- 
tered to a patient-centered focus or back 
again. The experimenter and subject can 
continue to do many of the same things 
while looking at what they do from different 
points of view. The fact that not all re- 
search tools are treatment methods is no 
problem in view of the fact that all treat- 
ment methods are potential research tools. 

In general, experimenter-subject therapy 
places great responsibility upon the experi- 
menter to show the value of his ways to the 
subject. Real psychotherapy, wherein 
treatment is actually helping the subject, 
is not considered happening unless the ex- 
perimenter and the subject both feel it is. 
Otherwise, for example, research may be in 
progress. Objective criteria may be brought 
to bear by either the experimenter or the 
subject, but in the end it is the subject who 
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decides, on his own criteria, whether he is 
being helped or not. On the other hand, 
experimenter-subject therapy places little 
or no responsibility for the subject upon the 
experimenter in the manner of a physician's 
responsibility for his patient. The experi- 
menter does not promise to take care of the 
subject—for example, does not give him 
advice, nor assume charge of his behavior. 
Furthermore, there is no real obligation 
upon the part of the experimenter to make 
the subject better in any way. The experi- 
menter helps in every way he can, but 
makes no promise of cure and treatment 
and assumes no responsibility for them. If 
the subject gets better, he does it by himself, 
with the experimenter’s help. It is neces- 
sary that nothing the subject can do will 
“reflect” upon the experimenter. The ex- 
perimenter is the helper of the subject and 
not his keeper. Of course, every employer 
has responsibilities for his employees, in- 
cluding those involving his safety and well- 
being. The experimenter has, on the other 
hand, the added responsibility toward his 
subject in that there may be hidden dangers 
in any experimental procedure of which 
the subject is unaware. All in all, the re- 
sponsibilities of the experimenter to his 
subject, like those of the employer to his 
employee, amount to a guarantee to leave 
the individual no worse off at the end of his 
employment, due to conditions of employ- 
ment, than he was at the beginning. If the 
employer, in this case the experimenter, can 
help to make the employee-subject happier, 
healthier and more emotionally stable dur- 
ing the course of the job, this is all to the 
good. 

The question comes up of deception on 
the part of the doctor-experimenter. Is he 
just fooling the patient and pretending to 
be his employer, when actually he intends 
to give treatment, and is he therefore using 
the experimenter role as a front for other, 


246 


ulterior activities? —The answer turns out in 
practice to be a reasonable one. If the 
experimenter is unwilling actually to give 
up his role as a doctor, then the business of 
paying the patient is just a ruse or a trick 
to get him to come. If on the other hand 
the therapist drops all pretensions at being 
a professional, considers himself in every 
way to be a scientist-employer, puts aside 
all claims at cure, tries to experiment in- 
stead of to treat, promises to study the sub- 
ject instead of to change him, takes no re- 
sponsibility for his actions and makes no 
guarantee except to do him no harm (and 
to pay him his wages or other benefits or 
reinforcements), then there is no deception 
involved. 

In simplest terms, the E-S relationship is 
nothing more than a means of acquainting 
a person, first-hand, with what psychother- 
apy really means. After this he can decide 


for himself whether he wants to participate 
in it or not, and the decision can be made 
without the force of the prejudice which 


preceded that acquaintance. The subject 
comes to have a more realistic view of the 
process of treatment and along with it an 
ever increasing opportunity to help himself 
through that process. At all times the 
process is completely voluntary for the sub- 
ject, who can quit his job at any time he 
wishes. 

There are, no doubt, a number of work- 
ers, especially psychologists, who have come 
in contact with persons needing psycho- 
therapy when those persons volunteered as 
subjects in psychological experiments. Sub- 
ject motivation is not well enough under- 
stood at the moment to be able to say what 
part the unconscious desire to get help plays 
in the act of volunteering for experiments. 
The experience of professionals who may 
be doing both research and counseling in a 
university setting would lend support to the 
idea that there are a number of people who 
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would volunteer for an experiment instead 
of going to the counseling bureau but for 
essentially the same reason. These people 
are looking for the answer to the question 
“Is there anything in it for me?” but for 
various reasons do not take the direct route. 

Dr. Richard Alpert, now of Harvard Uni- 
versity, reports that, while at Stanford Uni- 
versity, he did psychotherapy with a number 
of former experimental subjects. In one 
study he interviewed some subjects after- 
ward to find out why their behavior dis- 
played a rejection of the experimenter’s 
instructions. After eight to ten interviews 
he concluded that these particular subjects 
were characterized by special problems in 
dealing with authority in general. When 
he informed these “deviant” subjects that 
he had what he wanted for research pur- 
poses, over half of them expressed the de- 
sire to continue the relationship without 
being paid. Some even offered to pay for 
further discussion of their personal prob- 
lems. In two cases, quite effective long- 
term treatment ensued. 

It is important to note that these sub- 
jects were individuals whose subgroup cul- 
tural values would not have permitted initi- 
ation of therapeutic contact through the 
usual channels. 

The present author tried the same method 
with a middle-class individual who was a 
strong-stand conscientious objector. For 
the last 16 sessions this subject paid the 
therapist a dollar an hour rather than the 
other way around. The treatment was ac- 
companied by considerable attitude change 
including modification of the strong anti- 
violence position; the subject decided not 
to go to federal prison for his beliefs. 


E-S PSYCHOTHERAPY 
WITH JUVENILE DELINQUENTS 


E-S psychotherapy has been tried, so far, 
with a small number of delinquent subjects. 
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The discussion which follows will be re- 
stricted to problems concerned with initiat- 
ing therapy only. The question is one of 
getting and keeping the subject in the 
experimental-treatment setting. All other 
issues including those concerned with con- 
ducting and terminating treatment will 
have to go undiscussed for the present, as 
will the major question of whether any 
form of psychotherapy can cut down on 
crime. Proper experiments have yet to be 
done which would include control groups 
who get work and pay but no treatment. 

Furthermore, the method outlined should 
be considered as a working model and not 
as a finished design. It is probably quite 
clumsy in many respects. It is not pre- 
sented in order that it be followed to the 
letter but in order that it may be departed 
from and altered to adapt to local condi- 
tions. 


SELECTING SUBJECTS 


The subjects involved in the present study 
were selected on the basis of two criteria. 
First, that they were true “hard-core” de- 
linquents with long records going back to 
early years and, second, that they were truly 
recalcitrant individuals noted for being 
“impossible to work with” and with his- 
tories of active refusal to go to treatment. 
Subjects for E-S psychotherapy may be 
selected on the basis of any criterion, how- 
ever. It might, for example, be advisable to 
select on the basis of gang leadership, or 
troublesomeness to a group worker, or de- 
linquency potential in younger children. 


THE INITIAL CONTACT 


Since E-S psychotherapy is a job and not a 
treatment, subjects are hired and not re- 
ferred. The experimenter selects his own 
subjects on the basis of his own criteria and 
does not get referrals from other agencies 
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such as the courts, settlement houses and 
schools. The experimenter may need co- 
operation from such agencies to supply him 
with information about his subjects in order 
that he can have independent evidence of 
their meeting his qualifications, but he does 
not need association with existing agencies. 
He may or may not be a part of a “team” 
approach, as he sees fit. He is in a favorable 
position to cooperate with other agencies 
but he does not need to do so. In doing 
psychotherapy with delinquents it is a defi- 
nite advantage not to be associated with the 
police. 

The initial contact is made through some 
responsible person who knows the subject 1! 
and who can arrange to be at a telephone 
at a time when the subject is also near by. 
The “contact” calls the experimenter and 
the experimenter asks to speak to the sub- 


ject. The experimenter makes a proposi- 


tion to the subject such as this one: 


Miss B. [name of “‘contact,” say a social 
worker] says that you might like to work 
for us a while. Maybe you have heard that 
some of the teenagers are getting jobs 
where they work for one or two hours a 
day at two dollars an hour (one dollar for 
younger kids). Would you like to hear 
more about it? Well, it’s really a pretty 
easy job and most of the kids like it a lot. 
You can ask Billy S. (if possible, mention 
the name of a respected gang member) 
about it if you want to. You take tests 
and tell us about yourself. We are inter- 
ested in finding out about the kids in the 
neighborhood. I can’t explain too much 
about it—you have to see for yourself. It’s 
not too hard, really, and you don’t have to 
do anything you don’t want to. You can 
quit any time if you want to, and if you 





11The author is very grateful to Miss Elsa 
Baldwin, director of the Cambridge Neighborhood 
House, for her assistance in acting as “contact” for 


our subject-patients. 


12 Skinner, B. F., Science and Human Behavior. 
New York, Macmillan Co., 1953. 
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don’t like any of the work just tell us and 
we'll try to fix it up. The pay is good for 
the hours and you get paid every day, so 
that you can have a couple of extra dollars 
this way every day. There’s no withhold- 
ing tax taken out, and you get paid every 
day. If you want to have another job at 
the same time we can try to fix it so the 
hours are OK and you can have both. 
There is no obligation or anything, just 
come over tomorrow at 12:30 and you can 
see what it’s like. (Edited quote from ex- 
perimenter’s phone conversation.) 


The subject is then given directions for 
a friend. 

You may come with someone you hang 
with if you want to and we can sign him 
up on our list, but he can’t work now be- 
cause we are all filled up. 


The subject may inquire about bringing 
finding the lab. 

The subject cannot be expected to arrive 
on time the first time. Several contacts may 
be necessary before he even comes at all. It 
may even be necessary for the contacting 
person to come with the subject on the first 
visit. As soon as the subject knows exactly 
how to get to the lab and knows what to 
expect when he arrives, his attendance 
should settle down to a predictable, al- 
though not immediately regular, schedule. 

It is helpful to think of the act of at- 
tending as a whole which can be broken 
down into parts. First we want to get the 
subject to come to the laboratory at any 
time and for any reason. As soon as the 
response of coming has occurred it should 
be rewarded or reinforced with payment. 
Immediate reinforcement is very impor- 
tant.12 Next we wish to get the response 
of coming to occur within an hour or so of 
the correct time. The experimenter is not 
fussy if the subject be late or early. Only 
after the subject becomes dependent upon 
the money or other support is there an 
attempt to get him to come at exactly the 
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right time. Lastly, we wish to get him to 
come for the right reasons—that is not just 
for the money but for the feeling of relief 
which is a consequence of the insight and 
help with problems. 


THE FIRST HOURS ON THE JOB 


It is very important that the subject be ac- 
cepted warmly in every way on his visits. 
The subject is likely to be very sensitive 
to rejection. Secretaries and _ personnel 
other than the experimenter must cooperate 
to make him feel at home and wanted. 

In the first hour, the experimenter elab- 
orates further on the purpose of the research 
and requests the subject to give it a try. In 
explaining the purpose of the research 
the experimenter lets the subject know that 
he intends to offer help during the process. 
The subject can be told that most other 
subjects get more out of coming than just 
the money and that any time he would like 
help with a problem not to hesitate to 
bring it up. 

In the initial sessions and throughout the 
treatment the subject is provided with com- 
forts which one might usually associate with 
the home. Food such as fruit, tea and 
coffee, as well as cigarettes and candy, are 
available and the subject is urged to par- 
take. At times the subject may be given 
bonuses to get himself special articles of 
clothing, etc., or as in one case to help him 
send a package to his brother in reform 
school. The attempt is to create a nurtur- 
ant atmosphere, although the experimenter 
must be careful to avoid a showy display of 
opulence. A single item such as an orange 
shared with the experimenter can be a very 
effective ice-breaker. 

Hesitant at first, the subject will gradu- 
ally come to use all the facilities. He may 
make it a point to take cigarettes upon 
leaving and will use the laboratory bath- 
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room. One subject always interrupts his 
hour in the middle to use our toilet. 

In general, whatever is done for the 
subject should be done with these thoughts 
in mind—the subject is basically a deprived 
individual, no matter what his protests to 
the contrary. However, he is very sensitive 
about it. Make no show of wealth before 
him. Do not offer him what you cannot 
give (seduction) and do not force too much 
on him all at once, since he may not be able 
to take it. Never give a gift which could 
seem like a bribe. Never tie strings to gifts 
and never make a gift if it will cause pride 
to suffer. Pride is ego-strength and must be 
conserved. Eissler (3) has specified the con- 
ditions for gift-giving to delinquents. The 
author has found his procedures excellent 
for use within the framework of E-S psy- 
chotherapy. According to Eissler, the gift 
should be given when it is least expected. 
The author has found that the gift need not 
be money, however; an unexpected football 
served as turning point in the treatment of 
one 17-year-old. It was an ideal gift since 
it did not imply that the experimenter 
wanted the subject to “grow up and get a 
job,” and it was wanted but not “needed” 
by the subject. On the other hand a gift of 
money to another subject to get his teeth 
fixed was a mistake since it did not serve to 
deepen the relationship and resulted in the 


subject’s being put in the conflicting posi- 
tion of thinking he must present dire need 


in order to get a “hand-out.” The subject 
did not use the money to get his teeth fixed 
since he was, at the time, afraid to go to the 
dentist. He felt he should lie to the ex- 
perimenter about the use of the funds. 
Furthermore, later on the subject needed 
money for a gambling debt and pretended 
a physical complaint. He felt that the ex- 
perimenter was a “live one” (soft touch). 
As he got to like the experimenter better he 
could no longer dismiss his faking as hard- 
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blooded ‘“‘conning” and thus felt guilty and 
ashamed at having to “suck around” for 
money. This was, of course, a transference 
of a pattern established at home with the 
mother and was eventually dealt with satis- 
factorily by interpretation. Interpretation 
could not be given, however, until the sub- 
ject had an outside job and felt the resulting 
self-respect. 

The Eisslerian gift and other similar tech- 
niques such as giving an allowance,}* pro- 
viding clothes, and so on, all have their 
place in treatment of delinquents, but they 
are rather special ways of deepening the in- 
terpersonal relationship and great care must 
be taken in their use. A 50-cent allowance, 
for example, may be just the thing in one 
case but much too “childish” in another. 

None of these techniques can substitute 
for or should be confused with the salary 
paid in the E-S work relationship; they are 


entirely independent. The subject may be 
paid a salary and given an allowance, for 
example; these are two very different kinds 
of money. 


E: Look, R——, you are giving all you 
earn to your mother, right? 

S: Not all, I keep some. I got to buy 
clothes, you know, and [jokingly] I got to 
have booze money. 

E: Well, I want you to have some 
money to spend on yourself just the way 
you want to. If you want to get a quart 
of beer with it that’s okay with me, only 
just don’t blow your top and get sent 
away. This is not pay for working. It’s 
just an allowance from me. Every week 
I’m going to give you an extra 50 cents, 
only I want you to spend it on yourself 
and not give it away to anybody. 

S: You don’t have to do that. 

E: I know I don’t. I have to pay you 





18 Kaufman, Irving, “Three Basic Sources for Pre- 
Delinquent Character.” The Nervous Child, Il, 
1(1955), 12-15. Kaufman reported privately to the 
author that he used a 50¢ allowance successfully 
with pre-delinquents. 
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because that’s part of the job. But this is 
a gift, an allowance from me to you. I 
know there are 12 kids at home and there 
isn’t enough to go around there. I got 
some money from the foundation, so it 
won't break me. The only thing is I want 
you to spend it on something you really 
want for yourself [Jokingly] For example 
buy a car, okay? (Conversation with sub-’ 
ject No. 6.) 


The subject is paid his salary at the end 
of each session. To start with, he will most 
likely spend or give the money away during 
the interim and return impecunious to the 
next session. 

During these first hours the experimenter 
makes little attempt to direct the conversa- 
tion to emotionally laden areas. On the 
other hand, he does try to get at the facts as 
seen by the subject. He listens to the sub- 
ject’s “story” about how he is put upon by 
the police, by parents who are “on his back,” 
and so on. The experimenter uncondi- 
tionally accepts the emotional message of 
the subject, although he may register dis- 
belief at some of the subject’s attempts to 
“con” him. For example, the subject will 
often tell the experimenter “whoppers” 
about his skills at sports, sex, and crime. 
The experimenter may register mild dis- 
belief or may accept the lies as truth, but 
should avoid giving the subject the impres- 
sion that he (the subject) is being accepted 
on the basis of the lies. The subject should 
feel he would be accepted in any case. 

We must remember that the subject is not 
a patient in the ordinary sense of the word. 
The subject has not come for treatment and 
may feel very strongly that he wants to 
work out any problems he has on his own 
without the help of the experimenter. The 
experimenter should always passively sup- 
port these trends. There is no need in E-S 
therapy for the subject to admit that he 
cannot work out his problems by himself. 
Later on, if he really feels he is being helped, 
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he will probably admit that the experi- 
menter and his ways are valuable to him, 
but he does not have to accept the experi- 
menter as a therapist until he really sees 
the point of it. 

In the meantime, research goes on. The 
subject is paid to take diagnostic tests of a 
very intensive and complete sort. Long- 
term thematic apperception tests, for ex- 
ample, are given; in these tests the subject 
is asked to tell many stories about a single 
picture. We are in no hurry. The idea 
is to get as complete a picture of the subject 
as can be obtained; at the same time we are 
allowing the interpersonal relationship to 
mature and grow warmer. 

During this period, the subject’s suspi- 
cions regarding the experimenter and his 
motives are allayed. The subject begins to 
be familiar with the range of the experi- 
menters’ tools—ta know which ones he 
likes and dislikes. The experimenter be- 


comes an anticipatable object to the sub- 


ject and vice versa. The subject gets to 
know, for example, that the experimenter 
never has any contact with the police and, 
on the other hand, the experimenter gets 
to know after the first few times that if the 
subject doesn’t show up he is probably, say, 
at the beach and there’s no need to worry, he 
will come in tomorrow as usual. Another 
more reliable subject may miss only when 
in jail. Sometimes it happens that the sub- 
ject will come, in the beginning, for a few 
hours in a row and then not show up at all. 
This is because (a) the habit of coming is 
not firmly established, and (b) the subject 
thinks that if he misses a few times he has 
lost the job. At this point the experimenter 
must go out of his way to let the subject 
know by letter, phone and telegram that 
his hour is still open for him. 

Generally speaking, it has not been terri- 
bly difficult to get the subjects we want to 
come to work with us. Now that the treat- 
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ment is socially acceptable on the corner 
(the teenagers jokingly refer to the author 
as the “witch-doctor”’) it is even easier. 
Actually we could fill up with cases who 
apply to us (through friends who are com- 
ing), but we have been interested in proving 
that we can get and keep in treatment those 
whom we select and contact on the basis 
of our criteria. 

It has largely been a matter of persistence. 
The rules seem to be: Do everything you 
can to let the subject think the door is always 
open. Never let him feel that there is 
any such thing as a final act of staying 
away. If possible, arrange that the subject 
“have a lift” for a few times. Never give 
up. The problem of delinquent attendance 
is a very different problem from middle 
class attendance. It is sometimes assumed 
that, since the delinquent won’t come to 
ordinary doctor-patient psychotherapy, he 
is incapable of forming deep interpersonal 
relationships. This assumption is unwar- 
ranted. If a middle class patient contracts 
to do and pay for psychotherapy and then 
fails to appear time after time, it is often 
a sign of the severity of the problem. If 
the delinquent subject says he will come 
every day at a certain time and then does 
not show up, it is usually merely a sign that 
he is not “shaped up” into the habit yet. 
In the middle class neurotic, attendance 
failure indicates a breakdown of control 
mechanisms; in the working class delinquent 
it merely indicates what we know already— 
he never learned to schedule his time (2). 


THE FIRST INSIGHTS 


Unlike patients who come in for help in 
traditional doctor-patient psychotherapy, 
subjects in E-S psychotherapy are not asking 
for help with emotional problems. They 
may have “a degree of tension, arising from 
incompatible personal desires or from the 
conflict of social and environmental de- 
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mands with individual needs,” 14 but they 
probably don’t recognize it as such or view 
the experimenter as a person through whom 
that tension might be reduced. 

However, there is one type of complaint 
which the subject is likely to voice im- 
mediately. ‘The subject beefs against so- 
ciety, solid citizens, police and government. 
He gripes that the police will not “get off 
my back,” that he has done “bum raps,” and 
so on. Even if the subject has the ego- 
strength to see the fundamental nature of 
his hostility and dependency upon his par- 
ents at the moment, these are presented as 
reality problems, and his main mode of de- 
fense is acting out. Anyone who has tried 
the approach of attempting to get the de- 
linquent to see the error of his thinking 
will understand that it is almost impossible 
to plunge in and prove that his troubles are 
caused by his own attitude. And yet, sur- 


prisingly, this is just what the subject seems 
to expect and even, at times, desires. The 
subject expects that the experimenter will 
try to prove him wrong, and is often afraid 


that such might really happen. This im- 
plies that, at some unconscious level, the 
subject really wants to give in and be taken 
over by authority—that he wishes to sur- 
render his will to greater power. Since the 
subject has had little adult attention to 
promote identification, he suffers from a 
strong fear of being a “nothing person.” 


S: You don’t like it, you know? You 
resent that. I mean like, I mean if they 
had put me away right then and there for 
the attempted breaking and entering I 
would've said, well I'd be bitter that I was 
away, I'd say “them bastards,” you know, 
and——like that, but still in the back of 
my mind I'd know that I did it and I'd 
know that I'd have to serve my time and 
I'd know that they wouldn’t keep me in 





14 Rogers, C., Counseling and Psychotherapy. Bos- 
ton, Houghton Mifflin Co., 1942, p. 76. 
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there forever, you know, that someday I'd 
hit the street. But being in there for 
something that you didn’t do, or like that 
insolence charge, just sticking up, sticking 
up for your own mother and father, a per- 
son that calls them names, you know? 
That’s it, then you look around and say 
“What the kind of a country is this?” 
you know? Even the Russians probably 
get treated better. Start thinking of all 
kinds of screwy things, if you had a chance 
to be a Communist or something, if the 
guy, if they ever let you out, you know, 
you'd probably be one and try to get even 
with them and——like that there. Think 
of weird things. I know I did, boy, I 
really hated them. Like I say, I was so 

mad I was killing ants and naming 
screws after ants, naming ants after screws 
and torture the bastards. Something I 
look at now and I laugh, I say “What 
the——-was wrong with me?” you know? 
But I mean boy, you do some. . . and 
listening to the guys cracking up and going 
crazy and you're saying “I wonder, I 
wonder if that can happen to me?” you 
know, “I wonder who's next?” or this and 
that, you know? Gee, you get this sense, 
you just get a real sense that you're lost, 
that no one can help you, you know? You 
want to just get out and talk to someone 
or grab your mother and hug her or your 
father, and say, you know, say “Make them 
understand,” you know, or something. 
You're just nothing, it’s like not being, 
not being born, not even being alive, 
you're just there and that’s it. Your body's 
there and your soul ain’t or something. 
(Subject No. 5.) 


The terrific fear of losing his identity 
makes him extremely wary of any situation 
where his pride, his strength, his stature or 
definiteness is likely to suffer. The experi- 
menter and his lab are such a situation. On 
the other hand, the subject can get strength 
from the experimenter, he can benefit from 
his association with him. The _ subject 
deeply needs support and protection. This 
need is so great that the subject must always 
be on guard lest he be “conned” or “sucked 
in” due to his immense need for attention, 
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love and support. This makes the delin- 
quent subject an extremely suspicious per- 
son. He does not trust the experimenter to 
start with. After a while, however, the re- 
liability of the experimenter’s support be- 
gins to take effect. The subject discovers 
that, perhaps for the first time in his life, 
another individual has taken a sincere in- 
terest in him and proved it in concrete ways. 
Just the mere fact that the experimenter 
can be counted on to be on time and to 
devote time and money to the subject—to 
really deliver the promised goods—starts 
to work some change in the attitudes and be- 
havior of the subject. He begins to skip 
hours less and less frequently and only with 
more reasonable excuses. The hour starts 
to become a very important part of the sub- 
ject’s day; he moves other events around in 
order to show up on time. Furthermore, 
the subject is very likely to start giving in- 
dications of the development of that phe- 
nomenon which is perhaps the single most 
outstanding feature of E-S psychotherapy— 
an extremely powerful, almost overwhelm- 
ing positive “transference” or rapport with 
almost no negative manifestation. 


S: Do you, do you get many people? 
You got many people? 

E: What do you mean by that? Well, I'd 
be glad to tell you. I would be. Only I 
would like to know why you want to 
know. 

S: Why I want to know? 

E: Yeah. 

S: I just wondered. I mean I just 
wondered if there are many people that 
do this. I mean do you have many people 
in the day? 

E: Do I see lots of people during the 
day? 

S: Yeah. 

E: Yeah, well at the moment I'm not 
seeing too many people. Sometimes I see 
more. 

S: I just wondered how many people 
you know, were taking you know—— 
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E: Why? 

S: Hm? 

E: Why? 

S: I, it just, it just, just dawned on me 
that I wondered if you did that, if many 
people did it. 

E: If many people do this? 

S: Yeah. 

E: You wonder whether what you're 
doing is—— 

S: Oh no, no. : 

E: ——something a lot of people do? 

S: I just wondered if it was, you know, 
a big experiment—not experiment, but 
whatever you want to—— 

E: Yeah, big one—you mean lots of 
people? 

S: Lots of people and lots of you guys, 
you know, people like you, doctors like 
you. 

: Oh, that’s other doctors. 

: Yeah. 

: Yeah, lots of them do things similar. 
: I mean right now, in this—— 
: In this particular one? 

Yeah. 

No. 

: Just you? 

: Just me, yeah. 

You’re from down south 

: No. Why? Do I sound 

I'm south of here. 

S: Yeah. 

E: But not—— 

S: No, I thought maybe, you know 
when you said the other day you didn’t 
come from around here. 

E: I come from . 

S: Oh, ——... lives in . Ihave an 
aunt in . 

E: You want to know about me. 

S: No, I just, I thought maybe you come 
from the south. 

E: You want to know about me, you 
want to know how many other people do 
I see—like that, huh? 

S: Nosy. 

E: No. You know why? I bet why. 
Cause I helped you. All right? I think. 
I think I helped you. I wanted to help 
you. I thought I could. 

S: You’d be surprised how much you 
did. 

E: What? 
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S: You'd be surprised how much you 
helped me. 

E: Yeah? How much? 

S: A lot, a damn lot. 
could help myself. 

E: You needed somebody outside your- 
self. 

S: It worked. 

E: What? 

S: It’s working. 

E: It is? 

S: Yup. 

E: Well how does it make you feel if it 
works? 

S: It’s like changing my whole way of 
thinking and living. Things I didn’t, you 
know, care about—like that. 

E: Any bad things about it? 

S: All for the best, all for the better. 

E: What about the idea of giving up 
your own way—do you have that feeling? 
Sometimes they have that feeling, you 
know? They don’t want to—— 

S: It’s changing, it’s like changing the 
whole, my whole way of thinking. 

E: How, what else could you describe 
about it? 

S: Well, like things I thought were right 
before, you know, my way of thinking. I 
never believed in this stuff before. 

E: What about now? You do. So 
there’s something in it anyway. 

S: I thought it was all horse : 

E: Yeah. 

S: Surprising. I mean it—like my 
brother was kidding me about it—he said 
they give you all sorts of needles, you 
know. I don’t mind needles or anything 
like that. He talked about it as though 
they took you apart. [Laugh] I never be- 
lieved in the stuff before, psychology or 
anything like that—I thought it was a lot 
of . I didn’t think anybody could do 
that stuff. They can though. Used to 
read about it in books and stuff. A lot 
of marlarkey. (Edited quote from subject 
No. 3.) 


More than I 


This lack of hostility is probably a natural 
consequence of the fact that, in reality, the 
experimenter is in a much more powerful 
position in E-S therapy than is the doctor in 
doctor-patient psychotherapy. Subjects are 
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loathe to bite the hand that feeds them, and 
become dependent upon the therapist for 
some financial as well as psychological sup- 
port. This finding regarding the lack of 
negative feelings in the E-S interpersonal 
relationship needs greater validation with 
other experimenters and subjects, of course. 
At the moment we do not have enough 
cases to be absolutely certain of either the 
finding or its cause. But, considering the 
extreme resistance and even open defiance 
shown by delinquents in traditional treat- 
ment, even two or three cases in a row with 
the opposite effect are impressive. 

Once the transference has taken hold and 
attendance is really regular, the experi- 
menter has a way to go before “therapy” 
can begin. He must give insight which is 
truly recognizable as such by the subject 
and which will therefore give the subject 
a clear idea of how the process of psycho- 
therapy operates. The initial insights can 
be used as a model for future therapeutic 
work and the experimenter can use even 
a “shallow” interpretation as a prototype. 
When the situation becomes structured as a 
therapeutic one, the insight (and the atten- 
tion and support of the experimenter) be- 
come reinforcers of the act of attending in 
and of themselves. The subject reports that 
he does not come “just for the money.” 


E: When you talk to me, does it remind 
you of anything? I mean is it like any- 
thing that happened to you? What's it 
like? 

S: In a way it brings back a lot of things 
that happened, court and stuff, talking to 
the guy about the case, or the lawyers, 
—— like that there. But only here, I got 
a better chance to talk cause I’m doing 
the talking and you're doing the listening, 
and there, they were doing the talking and 
I'd have to do the listening. I'd be trying 
to put what I, how I felt about it, or what 
I thought about it, if I was getting 
screwed, I couldn't, you know, they'd be 
just talking back and forth, but here it’s 
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different. You got someone to listen, you 
know? I mean that’s what it is, really, I 
mean you just, you want, you got this 
stuff built up and you want somebody to 
listen, you know, you want someone’s 
opinion. What it is, in a way, you're feel- 
ing sorry for yourself and you want some- 
one to tell you “Well yeah, you did get a 
raw deal,” you know, that’s what you want 
to know. I mean that’s what I’d want to 
know, you know? Like I’m talking, like 
I explained the whole case about how I 
got —— up in the bottle deal, you know, 
how I happened to be standing in town, 
and here’s a person—well it’s no skin off 
your ass by me telling you this, you ain’t 
gonna send me away or nothing. So 
you're gonna listen and you'll have your 
opinion, what you thought about it, and 
whether I was in the wrong or whether I 
shouldnt’ have been there or should’ve 
been there, who was right, or what, you 
know? 

E: Yeah. Well how does it make you 
feel, after that comes out, then what? 

S: Well it makes you feel better because 
you get this thing off your chest, and 
you're different from the people in court, 
I mean there everyone's, everyone’s wrong, 
you got a record—like I say, everyone's 
wrong, you know? And you just like for, 
for instance, a change hearing someone 
say “Well Jeez, you did get a raw deal,” 
you know. In other words, you under- 
stand, you know? what the hell I’m trying 
to tell you, or what I’m talking about... . 
Um, someone that understands. Someone 
that you talk to and you know what the 
hell, or get a good idea of what’s going on, 
you know? Like I say, you ain’t the one 
that’s gonna put me away or anything. I 
mean if you could . . . that’s what the 
feeling you get, if you could sit there and 
talk to the judge personally and... 1 
mean like he just, you’re another man. 
You're there, he doesn’t know anything 
about you, the only thing he knows about 
you is your record. He doesn’t try to 
figure out why you done these things or 
that you were a victim of circumstance or 
you happened to be there—he doesn’t try 
to figure out them things, he just goes on 
the evidence that he’s got against you and 
—— like that there—in other words you're 
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nothing. You just stand there and you 
wait to get sentenced. And you want to, 
something’s inside of you saying “If you’d 
only understand, let me explain,” you 
know, “let me explain,” and you can’t. 
You can’t tell him, you get that feeling 
that you're just penned in, you can’t talk 
to anyone. Or no one wants to listen to 
you, they figure you’re no good, right 
away you know, and you try to explain, 
you try to say “Well look, I’m not no 
criminal, real criminal, I, I...” you know, 
“give me a break,” or something like that 
there. Or “I didn’t, how am I supposed 
to know what another guy’s thinking. If 
he throws a bottle out the window—I 
didn’t do it,” you know, “what’ve you got 
me in here for, why am I being tried? 
You don’t—let me talk to you, Judge, let 
me explain.” But they don’t ever give 
you no chance to explain. That’s it, you 
know? And then you get in there and 
say ‘““—— it, no one’s gonna listen to my 
side of the story.” Lot of times, boy, I 
was on the verge of just, “F it,” I says, 
“they got me...” (Edited quote from 
subject No. 5.) 


SUMMARY 


A method for introducing psychotherapy to 
unreachable cases has been presented with 
special reference to juvenile delinquents. 
The method has the following advantages 
over traditional techniques: 


1. Selection of cases for treatment is pos- 
sible. 


2. Regular attendance is achieved. 


3. Treatment can be done in one’s office: 
the patient comes to the therapist. 


4. A strong positive transference occurs with 
no negative aspects. 


5. Recording of all sessions is possible. 


6. Special techniques such as the couch, 
free association, may be used. 


7. Cooperation in diagnostic testing is as- 
sured. 
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8. Procedure becomes socially acceptable to 
gang members. 


9. Therapist does not play professional role 
in treatment, hence therapist need not be 
“doctor.” 


10. Subject does not play patient role and 
hence there is no stigma of mental illness 
attached. 

11. Treatment is intensive and supportive. 
12. There is no restriction regarding ap- 
proach. Orthodox psychoanalysis, for ex- 


ample, is no doubt possible as is non-direc- 
tive counseling. 


13. Coercion and seduction are not used 
and subject has feeling of freedom. 


14. Medical-type responsibility is not im- 
plied in the role relationship. 


15. Subject need not admit he needs help 
in order for treatment to begin. 


The method uses a special kind of ex- 
perimenter-subject relationship as a vehicle 
through which to do psychotherapy. The 
major change is the payment of the subject- 
patient by the experimenter-therapist rather 
than the other way around. 
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GEORGE J. WAYNE, M.D., F.A.C.P. 


The psychiatric problems 
of the elderly patient 


Aging is part of growth and development, 
and the senium comes to everyone who ages 
long enough. Should we, then, consider 
senescence a normal part of the adaptive 
continuum of life? In other words, do we 
die of some intrinsic, natural impelling 
force? Or do we die of accumulated phys- 
ical and psychological assaults which cause 
deteriorations and eventually reduce our 
adaptive capacities to zero? Where can the 
line be drawn between normal and patho- 
logical senescence? Or, indeed, can such 
a line be drawn? 

Individual cells have been demonstrated 
to possess a capacity for immortality. How- 
ever, as the cells within an organism in- 
crease in number—and especially as cell 
groups become dependent upon each other 
—their vulnerability increases and deterior- 
ation is more pronounced. In the human 
organism, cells live within a milieu that is 


complex beyond description. It follows, 
therefore, that the vulnerability factor is 
high, and one can’t say with certainty 
whether senescence and death are functions 
of individual cells or of the body as a whole. 

In the complex external environment in 
which we live today, the structures by which 
we function are increasingly assaulted, over- 
taxed, and often damaged. True, we have 
succeeded in lengthening the life span by 
controlling and in some cases eliminating 
certain diseases. But, offsetting these ad- 
vances, we find that our technological in- 
novations produce new toxic assaults such 
as smog and new psychological assaults in 
terms of additional pressures and conflicts. 





Dr. Wayne is associate clinical professor of psychiatry 
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And over and above all is this basic frustra- 
tion: we are unprepared as a society to 
utilize constructively the people whose lives 
we have lengthened. 

I am opening up these broad questions by 
way of demonstrating some of the difficulties 
implicit in the subject with which we are 
dealing. The problems of aging and the 
aged—and the techniques of treating these 
problems—are still virgin territory. A large 
literature is developing in the field, it is 
true, but there are still far more questions 
than there are answers. We are still not 
able to define clearly what the aging process 
is, although we can amply describe an aged 
person. 

So far, in the face of the present dearth 
of research, we can have only magnificent 
hunches about these interesting, theoretical 
questions. And so, without belaboring them 
further, I’d like to explore some of the 
psychiatric problems of the aged, and try to 
take a measure of how these problems can 
be faced. 

The magnitude of the subject can be 
assessed by the fact that at this moment in 
the United States there are about forty 
million people over the age of 50. The 
reader’s first flash reaction might be that 
50 should not be considered in the elderly 
group. But, candidly, we ought not to 
allow our own personal narcissism to ob- 
scure the facts. 

Who has not experienced that rather 
startling difficulty in visual accommodation 
—and it appears so suddenly!—those in- 
creasingly discernible changes in physical 
stamina, and that pervasive sort of thicken- 
ing into middle-aged respectability that as- 
sails most of use between the ages of 40 
and 50? 

And if you still resist my placement of age 
50 among the elderly, let me bypass that 
point by telling you that according to pres- 
ent census figures, it is estimated that by 
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1975, we will have about 18 to 20 million 
people over 65 years of age. 

Obviously, it behooves all of us, as in- 
dividuals and as physicians, to lend our 
efforts to preparing ourselves and our so- 
ciety for this great bulge in our aged popula- 
tion. It is not a preparation that can be 
undertaken superficially. Because, funda- 
mentally, it calls for a change in our culture- 
bred reverence of youth—in our over-evalu- 
ation of the young, in the mythology so 
stridently fostered by our mass media that 
only the young deserve love and protection 
and happiness. In the face of these deeply 
embedded attitudes, is it any wonder that 
those of advanced age feel excluded from 
every facet of life’s activities, and experience 
an increasing sense of isolation? 

In older cultures, and even in the so- 
called primitive ones, the aged enjoy dis- 
tinction. They are honored and appreciated 
for the wisdom that comes from weathering 
the increasingly tumultuous vicissitudes of 
life. Not so in our culture; we depreciate 
the “old man” and the “old woman.” 

Erickson has suggested that there are 
historical roots for our extolling the virtues 
of youth. He sees it as a carry-over from 
our frontier psychology, wherein the per- 
sistent goal was to move on to greener 
pastures. Strength and virility were in- 
dispensable in the attainment of that goal, 
and these qualities quickly developed into 
and have remained part of the cultural 
ideal. The enormous popularity of the 
frontier sagas and cowboy stories in movies 
and television attests to the soundness of 
this theory. And a concomitant of this 
frontier psychology, as Erickson sees it, is 
that the fear of becoming too old to be 
easily mobile has cast old age into disrepute 
in the United States. 

Certainly the extension of this attitude 
confronts us constantly. Rarely is the eld- 
erly person accepted within work situations 





as a genuinely productive member. The 
best that he can expect is the condescending 
forbearance, as though he is being tolerated 
until a more suitable younger replacement 
can be eased in. Until then, we put up with 
the old man—with an attitude of sufferance, 
we give him a break. Nor is the situation 
more acceptable or more reassuring for the 
aged person in the familial setting. In 
short, there is undeniably a reality point 
of departure for the specific behavior char- 
acteristics of the aged—the suspiciousness, 
the sulks and the temper tantrums. They 
are protesting and battling—understandably 
—against being eased out. And these same 
behavior characteristics—this irrascibility of 
the oldster—in turn becomes a reality point 
of departure for the rejecting attitudes of 
youth. 

Perhaps nothing sums up the attitude 
toward the aged which is now prevalent in 
our country as eloquently as the cold and 
business-like manner in which they are 
disposed of by means of old-age insurance, 
pension plans, mandatory retirement, dom- 
iciliary institutions, and various methods 
of public assistance. Make no mistake about 
it, there is real value in all of these pro- 
grams, but the significant fact is that they 
have been developed more to discharge our 
own feelings of guilt than to fulfill the 
emotional needs of the aged as individuals. 

This same unpromising attitude finds re- 
flection in both medical and psychiatric 
practice. The physician often feels very 
little emotional involvement with the aged 
patient; sometimes he frankly considers 
such a patient hopeless therapeutically. 
Psychotherapists generally prefer young 
adults as patients, and in some cases regard 
advanced age as an absolute contraindica- 
tion for psychotherapy. Many a psychia- 
trist completely abandons further explora- 
tion as soon as he discovers that a patient 
is over fifty-five chronologically. He glibly 
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and unscientifically disposes of the common 
neurotic problems of the aged by attributing 
them to “organic seniie deterioration.” 

Let’s for a few moments reexamine what 
we know about aging, to see if we can de- 
velop a framework within which to consider 
the psychiatric problems of this group. 
Advancing age brings with it, at varying 
rates in different people, a progressive fail- - 
ure of cellular functioning—a homeostatic 
decompensation, if you will. These homeo- 
static decompensations and the special psy- 
chologic and sociologic distresses of the 
aged in our culture don’t affect everyone 
equally. There are those who have a her- 
editary physical sturdiness, and have lived 
maturely all their lives with a minimum of 
emotional turbulence stemming from neu- 
rotic conflict. They enter the senescent 
period with strength, living among friends, 
colleagues and offspring who admire and 
respect them. 

But reassuring though it is to know that 
this sort of positive emergence into old age 
can occur, we know, too, that these people, 
although fortunate, are not typical. The 
average older person experiences deteriora- 
tion, and there is considerable evidence 
that this decline is less physiologic than 
psychologic. 

To be sure, the failure of cellular func- 
tioning may indeed be irreversible, although 
I might comment that some very provoca- 
tive work is now being carried out which 
suggests that some organic changes have 
been inaccurately labeled irreversible. But, 
irreversible or not, we do know that pro- 
gressive failure on the organic level con- 
stitutes added stress which is capable of 
catalyzing functional mental and emotional 
reactions. These reactions are familiar to 
all of you—fear, anxiety, depression, hys- 
teria—and they are reactions which are 
demonstrably reversible. 

The emotional turmoil which comes in 
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the wake of these reactions can, in turn, 
affect structures deleteriously, so that adapt- 
ability decreases and senescence is hastened. 
In effect, the total syndrome of senescence 
is a viciously circular somatopsychic-psycho- 
somatic pattern. 

We have all seen dramatic evidences of 
this pattern in our practice. Patients who 
are prematurely aged from hypertension, 
diabetes, arthritis, ulcerative colitis and 
other chronic gastrointestinal problems, 
asthma and emphysema have, in many cases, 
had a life-long history of persisting emo- 
tional struggles. I do not necessarily wish 
to imply a one-to-one cause and effect rela- 
tionship, but I have little doubt that the 
concomitant existence of the functional 
emotional problem and the organic picture 
are clearly related in some significant way. 

It is from this point of view of the in- 
terrelationship of the functional and or- 
ganic, then, that I wish to discuss the psy- 
chiatric problems of the geriatric patient. 
For this purpose a classification of the eld- 
erly will be helpful. We can consider four 
categories—those who are: 


(1) Physically and mentally well and robust. 
Such individuals will not concern us as 
problems, but will interest us as sources of 
information about healthy aging. 


(2) Physically sick but psychologically well. 
Such individuals will be dealt with, essen- 
tially, by general practitioners, internists 
and surgeons. 


(3) Physically essentially well, but emo- 
tionally ill. The neuroses and psychoses of 
these people are basically the same as those 
of mentally ill people in any age group. In 
this category we find psychoneurotics whose 
conflicts have persisted for a lifetime. We 
also find old schizophrenics and manic-de- 
pressives. There are, of course, some sig- 
nificant differences in elderly patients with 
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these psychiatric illnesses; the differences 
will be clarified in this discussion. 


(4) Physically sick and infirm and emo- 
tionally ill. It is categories 3 and 4 that 
will especially interest us—that is, the emo- 
tionally ill, both those who are physically 
well and physically ill. 

An appreciable amount of organic dam- 
age can be tolerated in the psychologically 
well-adjusted. But people whose adaptive 
capacities were wanting even during the 
period of greatest physical prowess do not 
tolerate well, emotionally, the inevitable 
decrements of what we call “normal” sen- 
escence. They feel enormously threatened 
by the progressive loss of homeostatic ability 
and the recognition of diminished reserve 
capacity in dealing with stress. This de- 
cline is experienced as an augury of help- 
lessness in a world which isolates and 
abandons the weak and the infirm. To put 
it another way, the patient suffers not so 
much a threat to survival as a threat that 
he will survive, but be impotent, dependent, 
and uncared for. And if the person who is 
essentially well suffers with such emotional 
intensity, those with real physical ailments 
must suffer even more. 

No purpose will be served by my simply 
enumerating all the diagnostic categories 
of mental and emotional illnesses in the 
aged, with descriptions of “typical” clinical 
pictures of all the various subtypes. The 
textbooks are filled with nomenclature and 
classification. As I have already indicated, 
the elderly may have all the neuroses and 
psychoses seen in any age group. I would 
like to touch briefly, however, on several 
additional factors which we encounter in 
the aging and aged. One is the involu- 
tional states in both sexes, though they are 
more dramatic in women. Here the in- 
terpenetration of the physiological and the 
emotional changes is exceedingly complex; 





it is virtually impossible to determine 
whether the patient is complaining of phys- 
ical discomfort or narcissistic injury. 

A second and equally important condi- 
tion which characterizes psychiatric illnesses 
in the elderly is brain deterioration in its 
various forms. Among the commonest 
causes for admission of the elderly to men- 
tal hospitals and nursing homes are pre- 
senile and senile deterioration and cerebral 
arteriosclerosis. It is rather common to be- 
lieve that if there are organic brain changes, 
there must be mental and emotional changes 
of a specific nature. My experience, along 
with the experience of many others, does 
not bear this out. The brain, like other 
organs, has reserve powers, and often com- 
pensates for damage. In fact, certain parts 
of the brain can be trained to take over the 
function of destroyed areas—a phenomenon 
we see in aphasic patients. 

I am convinced that the clinical picture 


we see in any diagnostic category depends 
on the intimate personal dynamics and so- 
ciologic situation of the individual patient 
and that we should not try to match up 
stereotyped symptoms with specific diag- 


noses. Each patient, whether he has evi- 
dence of cerebral deterioration or not, must 
be evaluated within the broad framework 
of his particular character structure. This 
involves an assessment of his life stresses, 
his adaptive capacities and vulnerabilities, 
the nature of his adjustment since child- 
hood, and his present situation in society. 

The management and treatment of the 
special problems and specific disturbing 
symptoms of the elderly will depend on 
many factors. For example, the 65-year old 
patient who seeks help because of a depres- 
sion and who has had life-long recurrent 
neurotic depressive reactions is quite differ- 
ent as a patient-entity from another patient, 
same age, same complaint of depression, 
who has essential hypertension and clear 
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evidence of advanced cerebral arterioscle- 
rosis. 

As can be seen, it is of paramount impor- 
tance to look for a complex of symptoms 
rather than just a single symptom, and the 
physical and mental examination as well as 
the diagnosis should be a collaboration be- 
tween the general practitioner or internist 
and the psychiatrist. 

Let us consider some of the most fre- 
quently encountered specific problems. 
Perhaps the commonest of complaints 
among the elderly is depression. It is seen 
in all diagnostic categories. In the involu- 
tional states which occur during the period 
of gonadal decline, it is accompanied by 
crying spells, agitation and irritability, in- 
somnia, varied vaso-vagal disturbances, and 
vague somatic discomforts. 

In the senile states and in cerebral arteri- 
osclerotic conditions, the symptoms vary in 
kind and in degree, depending upon the 
degree and location of the brain damage. 
We usually encounter a complex of neuro- 
logical signs, as well as depression, mental 
confusion, disorientation, and memory loss. 
In the case of the senile states, there are the 
added symptoms of increasing apathy and 
behavioral deterioration. 

While I am not overlooking the impor- 
tance of the structural changes and their 
specific contributions to depression, I again 
wish to emphasize the importance of the 
narcissistic injury. These perceptible evi- 
dences of organic decline catalyze a host of 
very disturbing feelings which augment the 
depressive reaction. One feels finished, 
superfluous. One’s usefulness—sexually, 
creatively, productively—seems to be at an 
end. The sense of isolation increases. 

. This is exaggerated in more advanced 
age by the altered and depreciated status in 
the community. The depressive reactions 
are often triggered by certain overt occur- 
rences. For example, retirement is a com- 
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mon crisis, especially for someone whose 
work pattern has been the bulwark of his 
life. I have in mind people who use work 
not only as a constructive ideal, but as a 
defense against many inner anxieties. These 
are the same people who develop week-end 
and holiday neuroses, but who are fine when 
they are on the firing line. 

We now know that, even for young peo- 
ple, leisure can present a problem. The 
problem is compounded for the aging per- 
son, who finds himself overburdened with 
time for persistent retrospection, often with 
remorseful self-evaluation which may exag- 
gerate old feelings of inadequacy. “What 
do I do now? What can I look forward to?” 
are the frustrating questions. 

Women experience a crisis which paral- 
lels retirement for the man, as their chil- 
dren mature and leave home. It is not at 
all unusual for the marriage of a child to 


precipitate a depression in a woman whose 
entire basis of adequacy was her ability to 
continue to mother. 

Broadly speaking, the loss of a loved one, 
whether by growth into independent ma- 
turity or by death, is a common catalyst for 
depressive reactions. The special problem 


of widowhood is quite common. Men 
marry women younger than themselves— 
often considerably younger. In addition, 
women have a longer life expectancy than 
men—73.6 years for women as compared 
with 67.3 years for men. This combination 
of factors has created a special sub-culture 
of widows whose symptoms and ways of life 
cover the gamut of psychopathology. Many 
become desperate in their search for com- 
panionship and possible marriage, as their 
avid appeals in the “Personals” columns 
will attest. Many of them become prey to 
the ruthless traffic of fake marriage coun- 
selors and “social” clubs. And many, in 
turn, are quite ready to victimize a pros- 
pective husband. I have heard stories of 
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widows who watch the obituary columns 
each day so that they can detect that rare 
bird, a new widower, and phone him, pos- 
ing as an old friend of the deceased and 
offering words of solace. 

Depression in the elderly is often accom- 
panied by suicidal ideas, which are from 
time to time implemented. The suicide 
rate shows a steady increase up to the sixth 
decade. Some of this increase is undoubt- 
edly a reaction to the onset of organic dis- 
eases, especially those with a hopeless prog- 
nosis, but the spurt in the suicide rate 
among the aged is largely accounted for by 
the generalized depressions that occur at 
that period. 

Hypochondriasis is a common problem 
in the aged. It represents a return to the 
narcissistic preoccupation of early life; as 
the world and its gratifications become 
progressively more limited, self-concern 
grows. Interestingly enough, the hypo- 
chondriacal complaints of senescence are 
most commonly associated with gastro-in- 
testinal functioning, which is also the major 
focus of interest of the infant. The oral 
and anal pleasures of the infant become 
distorted in the elderly into perverse pre- 
occupation with food, digestion, and bowel 
functioning. The complaints, in addition, 
run the gamut of every other organ system, 
and include strange, often bizarre sensa- 
tions connected with the cardiovascular sys- 
tem, the nervous system, and all the sense 
organs including the skin. 

It is true, of course, that all organs and 
systems of the body may call attention to 
themselves by declining functional perform- 
ance. But, rather than recognizing and ac- 
cepting these decrements, many aging per- 
sons use them as points of departure for 
hypochondriacal elaboration. Such com- 
plaints almost always become a family con- 
cern. Physicians who sometimes become in- 
extricably involved with an aged parent can 





readily attest to this. Many have discerned 
the use of somatic complaints as unconscious 
ways of regaining positions of dominance, 
as methods of punishing those who seem to 
have lost incerest, or as devices for obtaining 
attention so that the feelings of isolation 
and abandonment are diluted. 

Closely related to these hypochondriacal 
complaints are the chronic states of weak- 
ness and fatigue and the specific hysterical 
exaggerations of loss of functioning. It is 
often very difficult to determine whether 
these impairments are essentially organic, 
essentially neurotic, or both. If they are 
both, to what extent are they organic, and 
how much is functional? Losses in partic- 
ular sense modalities are common in the 
aged, but so often the deaf will hear what 
they want to hear, and the partially blind 
will see what they are curious about. Mem- 
ory defects, so common in the aged, are 
often discovered upon examination to be 
far less than the complaint would indicate. 
And just recently I saw the case of an aged 
arthritic patient whose profound locomotor 
difficulties were aggravated by extra muscu- 
lar tensions induced by emotional conflicts. 
After the patient had undergone appropri- 
ate psychiatric treatment to decrease these 
conflicts, the muscular tensions abated, and 
—arthritic or not—I actually saw her dance! 

A vast range of sexual problems are regu- 
larly presented to the psychiatrist by aging 
patients. It is interesting that aged neu- 
rotics will often speak with a sense of relief 
about the freedom which progressive physi- 
ologic quiescence has brought them from 
former tyrannical sexual urges. More often, 
though, the problem patient complains 
about waning ability to perform sexually, 
which gives rise to obsessive sexual thoughts 
and fantasies and profound feelings of in- 
adequacy and depression. 

Although these problems begin most 
commonly in the involutional period, it is 
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my impression that waning sexual ability is 
much more functional than we realize. The 
connection between sex and sin is part of 
our cultural heritage, and it is difficult even 
for a mature person to be able to think of 
his parents having sexual intercourse. A 
heavy demand is tacitly made that the aged 
be asexual. 

Nonetheless, we sometimes see aged peo- 
ple whose burden of guilt and anxiety over 
sexuality has been minimal throughout life. 
These people seem to defy what is con- 
sidered the average tendency to age sexu- 
ally, and give the impression of being ex- 
cessively virile. It is conceivable that such 
a level of sexual vigor can become common- 
place in a more emancipated, less con- 
science-stricken culture, and I will have to 
admit that I hold greater hope for thera- 
peutic benefits from such a socio-cultural 
change than I do from the injections of new 
wonder hormones and assorted aphrodisiacs. 

Sexual profligacy is not uncommon in the 
“dangerous” mid-40s—an outgrowth, no 
doubt, of the feeling that sex may be on 
its way out. What we have in such instances 
is a greedy compensatory thrust, occurring, 
for the most part, in people whose sexual 
adjustment was never very good anyway, 
and who always struggled in one way or 
another with potency problems. This rush 
of sexual adventurousness often leads to 
guilt which in turn leads to increasing per- 
formance difficulty. Frustration and de- 
pression ensue—and ultimately, a visit to 
the psychiatrist. 

In the fifth decade, we occasionally see 
a breakthrough of homosexual patterns 
which had been up till then surmounted. 
Waning heterosexual powers allow this 
eruption, which may give rise to anxiety 
reactions and occasionally to acting out of 
the impulses. 

In the sixth and seventh decade, an in- 
crease in auto-erotic activity often occurs. 
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Old genital and anal masturbation patterns 
may recur. In patients with senile brain 
disease, sexual perversions may occur in the 
form of sexual play via mutual genital ma- 
nipulation with little boys or girls, or sexual 
exhibitionism. Sexual approaches to ma- 
ture men and women are uncommon, for 
the level of performance ability does not 
generally make this attractive. The con- 
tinued recurrence of sexual manifestations 
even in the very old speaks for the eternal 
youthfulness of the instinctual impulses 
even though the executive ability has all 
but disappeared. 

Occasionally we are confronted with a 
special family problem when an old grand- 
pop suddenly decides to marry a very young 
woman, or the reverse. Obviously, the 


oldster is moved by a need to recapture his 
lost youth, and the family by the need to 
prevent the parent from either making a 


fool of himself or dispersing the family 
fortune in a disastrous and unscheduled 
way. 

In elderly patients with organic brain 
disease or with chronic schizophrenia, sex- 
ual fantasies and delusions are common. 
Delusions about rape, delusional jealousy, 
bizarre sexual feelings and fears are all seen 
quite often. In this same category of pa- 
tients we also see disturbed, agitated, ex- 
cited, combative behavior, or persistently 
disturbing delusions and hallucinations— 
problems which usually result in the aged 
being forcibly brought into our consulting 
room, or taken by ambulance to a mental 
hospital. In some cases the organic deteri- 
oration uncovers a schizophrenic illness 
which has presented only suggestive evi- 
dence in earlier life and which is clearly 
manifest for the first time in the senescent 
period. 


Needless to say, implicit in all the problems 
and symptoms I have touched upon is a 
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family problem that seems omnipresent 
these days—one which doctors are regularly 
confronted with, either professionally or 
personally. The recurrent complaint is: 
“What do we do with our aged parents? 
They cannot live alone, and they cannot 
live with us.” 

When the aged live with their children 
and grandchildren, patterns of active and 
passive resistance often develop. The old 
people complain, either aggressively or by 
quiet, glum sulkiness, about everything 
from the alleged sexual licentiousness of the 
adolescents in the household to the way 
that the food is purposefully prepared to be 
unpalatable for them. There are accusa- 
tions, spiteful behavior, temper outbursts, 
and sitdown strikes. These are all exacer- 
bations of character qualities which were 
surmounted in former years of greater use- 
fulness. In other words, the lid is removed 
from the Pandora’s box of character traits 
by the miserable, dependent status imposed 
by the mere process of growing older. 

The basic:solution, of course, lies in re- 
storing to these individuals their own sense 
of usefulness—and this calls for fundamen- 
tal socio-cultural changes which we cannot 
realistically expect to attain in short order. 
The elderly must be absorbed into society 
on terms which make honest use of what- 
ever capabilities they have. We must revise 
our practice of forced retirement at a stand- 
ard age. An entire repertoire of ways and 
means must be found to give the elderly a 
chance to continue to work and enjoy them- 
selves and “die with their boots on.” We 
must stop thinking of age 65 as the termina! 
point. There are most certainly good years 
beyond that, and they should not be per- 
mitted to stagnate and precipitate suffering 
simply because we are failing to deal with 
the problem forthrightly. 

The changes which will have to be made 
to implement a new approach are manifold. 





To cite an example: housing for the aged 
should be developed so that relatively well 
elderly people can live with others of their 
own age and interests, with the reassuring 
knowledge that if they cannot manage in- 
dependently, they will have access to cus- 
todial homes which permit them to have 
optimal care and to maintain personal dig- 
nity. The best in architectural know-how 
and psychological acumen must be utilized 
to solve the problem of suitable housing and 
to develop geriatric recreation centers. Un- 
til the housing of the elderly is properly 
solved, we are going to continue to see vast 
numbers of aged people inappropriately 
committed to state hospitals; and third class 
rest homes and sanitariums, devoid of any 
type of rehabilitation or recreation pro- 
grams, will flourish. 

Happily, there are some isolated evi- 
dences that our past indifference to facilities 
and programs for the aged is being dispelled. 
More recreational and activities programs 
are being developed, although at the mo- 
ment this represents only a token and a 
promise of what can be done in the future. 
For those who are in a sound position finan- 
cially, extremely comfortable and well ad- 
ministered nursing homes are now avail- 
able. Perhaps the most heartening of the 
new developments is the attempt to re- 
absorb the elderly into the nation’s work 
force. 

In Haverhill, Massachusetts, a non-profit 
group known as Sunset Industries has con- 
verted an old school building into an apron 
factory which employs elderly women. An 
insurance company in Massachusetts plans 
to staff its claim-examining bureau with 
personnel over 65. A business man has em- 
ployed 200 retired draftsmen living in Flor- 
ida in a plant he has established there. 
Other business men have gone to Florida 
to recruit skilled older workers for plants in 
their own states. 
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It is to be hoped that there will be a 
continued growth of projects which create 
job opportunities for the aged. There is 
ample evidence that such projects are not 
necessarily philanthropic; they make con- 
structive and profitable use of the skills and 
experiences of the elderly. 

Some elderly persons are not easily inte- 
grated into projects of this kind. It may 
be possible to continue with the same or 
similar occupations on a reduced level in 
institutions and homes for the aged. In 
some homes for the aged, shoemaking, dress- 
making, hairdressing, bookbinding and 
printing are carried on, in some cases for 
profit. 

Hopeful as these individual instances are, 
the sort of profound societal changes which 
are called for involve virtually a long-term 
crusade. Meanwhile, day after day, we are 
called upon to treat the psychiatric prob- 
lems of the elderly. How much can we do 
for them? What techniques most ade- 
quately meet their needs? I'd like to de- 
vote the final span of these remarks to an 
evaluation of our present therapeutic ef- 
fectiveness in dealing with these problems. 


Psychotherapy for the aged is unmistakably 
of value, and modified forms of psycho- 
analytic therapy are also applicable to this 


group. I believe I am correct when I say 
that every phychotherapist has had patients 
in their 50s and 60s who made better use 
of psychotherapy than others in their 20s, 
30s and 40s. 

Without elaborating on the special tech- 
niques and approaches of the psychiatrist, 
I would generalize to the extent of saying 
that appropriate psychotherapy with the 
elderly has been demonstrated to produce 
favorable changes in thinking and feeling. 
As a result, there has been improvement in 
interpersonal relationships, and a greater 
facility in accepting the infirmities of aging 
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and the culture-imposed status problems. 
Psychotherapy also helps keep the patient 
as productive and as active as his body and 
his particular life situation will allow. 

Producing deep insight, which is one of 
the goals of psychoanalysis, is, by and large, 
of lesser value in psychotherapy of the aged. 
Accordingly, group therapy is often as help- 
ful for the aged as individual therapy—in 
some cases, in fact, more helpful, since re- 
socialization of the patient is often the pri- 
mary goal. The group situation helps ven- 
tilate feelings and thus relieves tensions. 
The group also aids generally in problem- 
solving. In many homes and institutions, 
aged people who have been exposed to 
group therapy at a level suitable to their 
capacities have shown improved adaptation 
and a lessening of inner tensions. 

Over and above what can be done for 
elderly patients through psychotherapy, we 
have had very creditable results with other 
forms of treatment, such as electroconvulsive 
therapy and, within realistic limitations, 
pharmacotherapy. 

Electroconvulsive therapy results in 
prompt remission of psychotic symptoms in 
a large number of elderly patients. Persons 
who do not recover completely often are 
improved after convulsive treatment and 
are able to make a stable adjustment within 
modified or favorable environmental situa- 
tions with continued outpatient therapy 
given intermittently. Thus, many elderly 
patients ordinarily sent to already over- 
crowded state hospitals can be treated pri- 
vately and cared for at home during their 
remaining years. 

In younger patients, we tend to stress the 
value of electroconvulsive therapy in terms 
of making the extremely depressed or agi- 
tated patient amenable to psychotherapy. 
In the elderly patient, we often use it when 
we recognize that the patient is not a good 
candidate for psychotherapy; in other 
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words, we use the electroconvulsive pro- 
cedure not as a preparation but as a sub- 
stitution for psychotherapy. These patients 
may not be restored to complete mental 
health by electroconvulsive therapy but im- 
prove to a point of partial remission. 

Contraindications to the use of electro- 
convulsive therapy in the aged are much 
the same as would apply to any age group. 
Age itself and the frailities associated there- 
with are riot in themselves contraindica- 
tions. 

The psychiatrist must bear in mind the 
inherently hazardous nature of electrocon- 
vulsive therapy. Each treatment carries 
with it the potential risks of some complica- 
tions. The psychiatrist must weigh care- 
fully the benefits that may accrue from the 
treatment and decide if relative contraindi- 
cations outweigh probable benefits. He 
must keep in mind the possibility that de- 
pressed patients may attempt to escape their 
problems through suicide. 

What, then, is the place of therapeutic 
seizures in the management of emotional ill- 
ness in the elderly? It seems clear that 
prompt symptomatic management in the 
aged is more justifiable than in youth. Elec- 
troconvulsive therapy assumes an important 
role in the treatment of the aged because of 
its ability to curtail or ameliorate quickly 
the emotional disturbance, and to permit 
the elderly to spend their remaining time 
in comparative comfort. 

I realize that my discussion of electro- 
therapy has been, to some extent, a yes-and- 
no affair. But that doesn’t hold a candle to 
what I have to say about pharmacotherapy. 
Here, I’m afraid my conflicts are very 
nakedly exposed. 

There can be no doubt that pharmaco- 
therapy has proved to be of special value in 
the treatment of the elderly, but in all 
frankness I cannot concede to it the sweep- 
ing claims which its vendors make. It is very 





helpful—but as often as not its benefits 
accrue to the family of the elderly patient 
rather than to the patient himself. And, in 
many cases, its use must be very carefully 
monitored for side-effects. 

To get down to specifics: in many cases 
the tranquilizers make the problems of 
management in institutions and in the home 
much easier, but unfortunately its excessive 
use will deprive the elderly person of any 
sense of self-realization which may still be 
possible for him. The tranquilizer main- 
tains the patient at a level where he does 
not intrude on his environment, but he is 
capable of little fulfillment beyond merely 
existing. 

On the other hand, properly used, the 
tranquilizer may decrease excessive anxiety 
and agitation, and permit a wider latitude 
of comfortable activity, if appropriate out- 
lets are available. 

I have found the use of various pheno- 
thiazine derivatives with meprobamate in 
combination most effective, provided the 
medications are titrated by close observa- 
tion to the patient’s needs, so that optimal 
effect can be obtained. A routine prescrip- 
tion of some standard dosage is almost sure 
to miss the boat. 

The tranquilizers are often depressogenic. 
This is especially true of the reserpine de- 
rivatives, and I am no longer using this 
type unless I am additionally interested in 
the hypotensive effect. When a depression 
is catalyzed by the use of a tranquilizing 
drug, it can be effectively counteracted by 
use of one of the psychic stimulants. I 
have found methyl-phenidylacetate * of 
special value for this purpose. As a matter 
of fact, quite apart from the depressions 
which are related to tranquilizers, other de- 
pressive states can be treated by the psychic 
stimulants such as iproniazid.* 

In the case of tranquilizer-induced Park- 
insonism, the condition can often be con- 
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trolled by adjusting the drug dosage, or by 
using anti-Parkinson medications such as 
procyclidine hydrochloride.* 

There are other medications which fall 
into the class of the analeptics which are 
sometimes of value. Reports are often 
quite optimistic, but I must confess to feel- 
ing less than satisfied with the results I 
have observed, although they are certainly 
worth trying. These are drugs which con- 
tain many ingredients, but the essential ele- 
ments are metrozol and nicotinic acid, pre- 
sumably aimed at increasing brain blood 
supply and oxygenation. 

Of course, in treating the elderly, great 
importance should be attached to the matter 
of nutrition, special diets, proper caloric in- 
take, and special dietary supplements. The 
use of hormones, too, is of great relevance. 
However, this is an approach which is gen- 
eral to the field of geriatrics, and not spe- 
cifically psychiatric, and so I shall not at- 
tempt to cover the subject. 

As you can see, we are by no means 
empty-handed of techniques for the psychi- 
atric treatment of the elderly, but I must 
admit that there is still substantial resist- 
ance among many of my colleagues to un- 
dertaking such patients. According to a 
survey made by the Committee on Aging of 
the American Psychiatric Association, about 
40% of psychiatrists treat no patients over 
65 years of age. About 60% treat some 
aged patients or have research interest. 
Only 1% spend full time in geriatric psy- 
chiatry, and none give full time to geriatric 
research. I believe that these statistics em- 
phasize the place of special importance that 
the family doctor plays in dealing with the 
psychiatric problems of the elderly, and the 
increasing responsibility he must continue 
to take as the elderly population increases. 

By certain simple measures, the general 





* Manufactured under a brand name. 
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practitioner can do very well as a psycho- 
therapist for many of his elderly patients, 
even if he has had no formal psychiatric 
training. First, and perhaps most impor- 
tant, is that he be willing to spend time 
with the patient and listen patiently and 
attentively. Understandably, the approach 
of the so-called “pure scientist,” with no 
time to “waste” on the personal element, 
is even less useful for the elderly patient 
than it is for other age groups. 

The physician must make it clear that his 
door remains open for future visits and 
talks, rather than give the patient the feel- 
ing that there is no future. During these 
discussions, simple reassurance and sugges- 
tion play an important role. Instruction 
and guidance can be given about special 
aspects of health during senescence, such as 
food and drink, exercise, and the handling 


of particular infirmities. The patient 
should be urged to use his mind and body 
in all ways that are available and possible 
for him. 

This approach will, I believe, take care of 
the vast majority of mild neurotic prob- 
lems. It is amazing what can be accom- 
plished -with the elderly when they know 
they have an interested and responsible 
friend-advisor-counselor with whom they 
can freely consult and through whom they 
can ventilate some of their feelings. 

What we can do, to sum it up, is not 
limitless, but we are not helpless in the 
face of the problem—and there are still 
vast and challenging fields to be explored, 
both within the confines of our own profes- 
sion and in the broad societal sense, as we 
push toward our common goal of adding 
life to years, rather than just years to life. 








JACOB TUCKMAN, Pu.D. 
MARTHA LAVELL, M.S.S. 


Effect of removal of overcrowding 


on patient movement 


Administrators and professional groups have 
long been concerned with standards of care 
for patients in mental hospitals. Two key 
areas of concern have been the interrelated 
problems of overcrowding and understaffing, 
because of their adverse effects on morale, 
programming, and utilization of physical 
facilities. ‘The assumption is that better 
patient care, resulting from the elimination 
of overcrowding and the establishment of 
more adequate staff-patient ratios, will facil- 
itate the patient’s return to the community. 
Experience and observation suggest that 
this assumption is reasonable but it has been 
difficult to locate empirical evidence that 
this is so. The present study will furnish 
some data relevant to the question. 

In Philadelphia before 1956, the main 
local public facility for the observation, 
diagnosis, and short-term treatment of men- 


tally ill persons was the psychiatric division 
of Philadelphia General Hospital (a munici- 
pal hospital), with a rated bed capacity of 
268. The demand for service resulted in 
considerable overcrowding, a situation of 
great concern to the hospital board. With 
the establishment of additional inpatient 
psychiatric facilities in Philadelphia, the 
psychiatric division, by board decision in 
January 1956, formulated an admissions 
policy which would limit the census to a 
figure within its bed capacity, without a 
corresponding reduction in personnel, in 
order to provide a better standard of care. 





Dr. Tuckman is chief of the section on psychological 
services, education and standards, Division of Men- 
tal Health, Philadelphia Department of Public 
Health. Miss Lavell is in the Division of Statistics 
and Research of the Philadelphia Department of 
Public Health. 
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TABLE | 

Personal and social characteristics of unduplicated 
admissions to psychiatric division, Philadelphia General 
Hospital, in 1954 and 1957 





1954 1957 
N = 1771 N = 1791 


o7 07 . . ss 
/0 Yo SIGNIFICANCE 





Sex 
Male 
Female 


Race 
White 
Nonwhite 
Age 
Under 15 
15-24 
25-44 
45-64 
65 and over 
Not stated 
Religion 
Protestant 
Catholic 
Jewish 
Other or none 
Not stated 


Marital status 
Single 
Married 
Widowed 
Separated or divorced 
Not stated 


Previous admissions 


Yes 
No 


Mental disorder 
Brain syndrome (acute, chronic) 
Mental deficiency 
Psychotic disorders 
Psychoneurotic disorders 
Personality (character) disorders 
Other 
None and undiagnosed 
Not stated 


* Less than 0.5%. 
** Not significant. 
eee \2 — 23.167 df = 4. 


270 


— 
— me a OD Cr st ee 


_ 








The purpose of this study is to compare 
the movement of patients admitted in 1954, 
when the average daily census was 368 or 
137% of its rated bed capacity, with that 
of patients admitted during 1957, when the 
average daily census was 250 or 93% of 
capacity. In the latter period, it would be 
expected that patients would spend less 
time in the hospital and/or that a higher 
percentage would be discharged to their 
own homes. 

A study had previously been made of the 
characteristics of unduplicated admissions 
to the psychiatric division of Philadelphia 
General Hospital for the year 1954.1. This 
study was replicated for the year 1957. The 
calendar year 1957 was selected rather than 
1956 because it was felt that the full effects 
of the new admissions policy would not be 
reflected until that time. 

A comparison of the 1954 and 1957 un- 
duplicated admissions on a number of 


personal and social characteristics, given in 
Table 1, showed no significant differences 
with respect to age, sex, religious affiliation 


or diagnostic classification. However, the 
1957 group showed a higher proportion of 
nonwhites, reflecting their increased pro- 
portion in the Philadelphia general popula- 
tion, and a greater incidence of separation 
and divorce. The 1957 admissions also 
showed more chronicity—that is, a history 
of previous psychiatric admission to Phila- 
delphia General Hospital or to public or 
private psychiatric hospitals. Since patients 
with previous psychiatric hospitalization re- 
main in the hospital for a longer time than 
those without previous admission,” it would 
appear that the 1957 admissions were biased 
somewhat in the direction of a longer hospi- 
tal stay. 

With respect to personnel, there were 52 
psychiatrists (residents, visiting chiefs, as- 
sistant chiefs, and permanent staff) in 1954 
and 53 in 1957. The nursing staff (graduate 
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nurses, practical nurses, aides) numbered 
122 in 1954 and 123 in 1957. Collaborative 
personnel (occupational therapists, psychol- 
ogists, and social workers) numbered nine 
in 1954 and 10 in 1957. Figures were not 
available for student nurses and voluntary 
recreational aides. However, it was re- 
ported that there probably was no difference 
in the number of student nurses and that 
there were more voluntary recreational aides 
in 1957 than in 1954. Although it was not 
possible to determine accurately the amount 
of total staff time available in the two years, 
it seems reasonable to say that there was 
little difference in overall personnel. 

In common with psychiatric practice gen- 
erally, less emphasis on insulin and electro- 
convulsive therapy and considerably greater 
emphasis on the use of tranquilizers were 
reported for the year 1957 than for 1954. 
However, there was also greater emphasis on 
relationship therapy and increased use of 
occupational and recreational therapy. 
There was improved morale because of a 
more equitable work load and a more 
favorable working environment. There was 
no difference in the number of state hospital 
beds available to the psychiatric division 
for patients requiring such care. In 1954, 
the staff was under considerable pressure to 
move patients out of the hospital as quickly 
as possible to make room for others, while 
in 1957 the criteria for discharge were more 
rigid. 


RESULTS 


There was a somewhat greater number of 
admissions in 1954 (2,097) than in 1957 
(1,963). However, these figures include 





1 Tuckman, J. Characteristics of Patients Admitted 
to the Psychiatric Division of Philadelphia General 
Hospital in 1954. Philadelphia Department of 
Public Health, Division of Mental Health, 1955. 


2 Ibid. 
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TABLE 2 


Average length of hospital stay 

of admissions to psychiatric division, 
Philadelphia General Hospital, 

in 1954 and 1957, by race and sex 





AVERAGE LENGTH OF 
STAY, IN DAYS 


1954 1957 








White males 49.5 41.7 


White females 71.0 52.9 
Nonwhite males 51.1 39.6 
69.6 5 


Nonwhite females 
Total unduplicated 

admissions 59.9 47. 
Total, admissions 


and readmissions 64.0 46. 





duplicated admissions, that is, patients who 
had been admitted more than once during 
each particular calendar year. When un- 
duplicated admissions only are considered, 
the number of different persons served was 
about the same: 1,771 in 1954 and 1,791 in 
1957. Moreover, the number of subsequent 
readmissions during the same calendar year 
was lower for 1957 than for 1954: 172 and 
326, respectively. 

If a smaller number of beds serves ap- 
proximately the same number of patients, 
the length of hospital stay must necessarily 
be shorter. This is demonstrated in Table 
2. In 1957 the average number of days of 
hospitalization was considerably less than 





3 Brill, H. and R. E. Patton, “Analysis of 1955- 
1956 Population Fall in New York State Mental 
Hospitals in First Year ci Large-Scale Use of 
Tranquilizing Drugs,” American Journal of Psychia- 
try, December 1957, 114:509. 


4 Brill, H., and R. E. Patton, “Analysis of Popula- 
tion Reduction in New York State Mental Hospitals 
During the First Four Years of Large-Scale Therapy 
with Psychotropic Drugs” (abstract), Scientific Papers 
of the 115th Annual Meeting of the American 
Psychiatric Association in Summary Form, 1959. 
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in 1954. This applied to both men and 
women, to white and nonwhite, and to total 
admissions, duplicated or unduplicated. 
The total number of days of patient care 
for duplicated and unduplicated admissions 
combined was 91,102 in 1957 and 134,124 
in 1954. 

Not only did patients spend a shorter 
time in the hospital in 1957 but a larger 
proportion were discharged to their own 
homes and a smaller proportion admitted 
to state hospitals (Table 3). Also, the num- 
ber of deaths, while only slightly less in pro- 
portion, was considerably less in actual 
numbers, 82 in 1954 and 46 in 1957. This 
finding, as well as the fact that more patients 
were transferred from the psychiatric divi- 
sion to other wards within the hospital for 
appropriate medical-surgical attention, sug- 
gests better care of the patient. It is in- 
teresting to note that the amount of reduc- 
tion in hospital stay was as great for those 
transferred to state hospitals (average days 
74.5 in 1954 and 62.4 in 1957) as for those 
discharged to their own homes (average 
50.3 in 1954 and 42.8 in 1957). The reduc- 
tion was even greater for those discharged 
to police or correctional institutions (aver- 
age 55.6 and 39.2, respectively). 


DISCUSSION 

It is doubtful whether the changes in length 
of hospital stay and in disposition of pa- 
tients in 1957 from the 1954 period can be 
attributed merely to the increased use of 
tranquilizers. Brill and Patton 3 ¢ have at- 
tributed important increases in discharge 
rates and decreases in the patient popula- 
tion to the widespread use of tranquilizing 
drugs. However, it is not known how much 
these changes were due to other factors such 
as better standards of hospital care, im- 
proved staff morale, or enthusiasm about 
the use of the new drugs; nor were data re- 
ported comparing the discharge rates of 





TABLE 3 

Disposition of unduplicated 
admissions to psychiatric division, 
Philadelphia General Hospital, 
in 1954 and 1957 





1954 1957 
N=1771 N=1791 
DISPOSITION % % 





State hospital 38 33 
Home 46 52 
Police or 
correctional institution 
Other wards of hospital 
Died 
Other 
Not stated 





x? = 67.047 df—6 P=<.00l. 
patients who received tranquilizers and of 
those who did not. More relevant to the 


present study, which is based on short-term 


patients, was the finding by Brill and Patton 
that the effect of the tranquilizers was least 
among newly admitted patients (hospital- 


ized for less than one year).5 In other 
studies, the effectiveness of the tranquilizers 
had been questioned. For example, Little ® 
and Rathod? reported that placebos were 
as effective as tranquilizers in the treatment 
of psychiatric patients, which suggests that 
the attitude toward the drug is as important 
as the drug itself. Whatever the outcome of 
future research, it is questionable whether 
any one technique can be considered the 
determining factor in patient movement. 
For example, in 1955, a period in which an 
increased use of the tranquilizers over 1954 
was reported but before the change in ad- 
missions policy at the psychiatric unit, the 
average length of hospital stay was 65.2 
days, a figure no lower than that in 1954. 
It seems, therefore, that the effectiveness of 
any drug or procedure depends upon the 
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adequacy of the treatment program as a 
whole. The most reasonable explanation 
for the changes in length of stay and disposi- 
tion of patients, found in this study, is better 
patient care resulting from improved stand- 
ards of operation. 


SUMMARY 

Admissions to the psychiatric division of a 
municipal general hospital were studied 
before and after changes in admissions 
policy. The study indicates that service was 
improved when the unit operated within its 
rated bed capacity and with a better staff- 
patient ratio. Under more adequate condi- 
tions, not only were as many different pa- 
tients served as under poor conditions but 
the number of readmissions within the 
same calendar year was reduced, the length 
of hospital stay was shortened materially, 
the number of deaths was cut down, fewer 
patients were committed to state hospitals, 
and more returned to their own homes. Not 
only did the patients receive better care as 
measured by the above factors but the com- 
munity benefited because of reduced costs 
of operation. 
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5 Brill, H. and R. E. Patton, “Analysis of 1955-1956 
Population Fall in New York State Mental Hospitals 
in First Year of Large-Scale Use of Tranquilizing 
Drugs,” op. cit. 

6 Little, J. C., “A Double-Blind Controlled Com- 
parison of the Effects of Chlorpromazine, Barbiturate 
and A Placebo in 142 Chronic Psychotic Patients,” 
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JOSEPH HIRSH 


If suicides gave their reason for the act in set terms 
not much light would be thrown on the matter. But 
this is precisely what everyone who hears of a suicide 
tries to do. All he really accomplishes is to reduce 
the case to his own language, thus making it some- 
thing different from the reality —G. C. Lichtenberg: 
“Reflections,” 1799. 


PART 3: DYNAMICS OF SUICIDE 


Statistics are the structural steel on which 
the story of suicide is built. Demography (1) 
provides some host and environmental gird- 
ers. A study of the agents and methods in- 
volved in the suiciding process (2) provide 
other structural elements in the epidemio- 
logical triad. But all together, however 
elaborate, they do not complete the story. 
For suicide, in the final analysis, is a dy- 
namic process precipitous in its final phase 
but usually long-term in development. It 
is a strange process often potentiated by host 
or environmental factors which appear to 
be benign and innocuous. But whether the 
process is short or long, however relevant 
its potentiation may be, and whatever its 
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Suicide 


myriad forms may take, the central ingredi- 
ent of suicide is death. Without the con- 
ceptualization of death there apparently can 
be no suicide. 

A review of the literature on animal be- 
havior suggests that though animals may 
pine away, feel sorrow through loss, act 
pathologically depressed, even experience a 
kind of anorexia nervosa, they do not ac- 
tually commit suicide. And the reason for 
this is that they apparently have neither a 
consciousness nor a conception of death. 
Thus, it appears that suicide is a phenome- 
non copyrighted by man. 

In order for the suicidal process to take 
place successfully there must be the critical 
convergence of host, agent and environ- 
mental factors in the same manner that a 
critical mass must be produced to create an 





A-bomb explosion. But such convergence 
just does not take place magically. It takes 
place because of a variety of host factors in- 
fluenced by concepts of death in a culture 
which itself sanctions, conditions or de- 
termines suicide. 

When people do not fear death it is 
generally because they have no real com- 
prehension of it; they cannot conceive of 
its meaning, its shape and form. And 
mostly they cannot accept its finality. It 
is perhaps for this, more than for any 
other reason, that man has created reli- 
gious and philosophical systems in which 
if there is no outright denial of death 
there is the prominent statement of im- 
mortality or continuity. The failure to 
comprehend or accept the finality of death 
is an important feature in suiciding in the 
young, the aged and among certain primi- 
tive peoples who do not perceive the suicidal 


act as essentially one of self-destruction. 

In ancient times and even among primi- 
tive peoples today suicide is understood 
chiefly in demonologic, magical or theologic 


terms. Many people believed that as a 
demonologic or magical phenomenon it is 
planned, prompted or dictated by external 
agents or forces which might effect the act 
from outside the individual or by entering 
the individual in advance of the fatal act. 
Suicides tended to identify with these 
powers, thus attaining magical or charis- 
matic power. 

Suicide not only fulfills a variety of func- 
tions but seems to be sanctioned in quite 
a few primitive societies. In some of them 
suicide is the only way out when an in- 
dividual has been affronted—that is, has 
lost face. In others it is the only way out 
when the individual has inflicted the affront. 
Suicide everywhere and in every time is a 
frequent concomitant of unhappy love af- 
fairs. There is hardly a country, primitive 
or sophisticated, which does not have some 


Dynamics of suicide 


HIRSH 


rock or promontory, some crater or water- 
fall dedicated to the suicide of lovers. 

In the Far East the concept of saving face 
is often a central feature in suiciding. In- 
jured insufferably, especially when retalia- 
tion for the affront cannot be taken or the 
injury assuaged, there is still a recourse to 
the highly hostile act by suiciding at the 
enemy’s very doorstep. In essence may this 
not be the principle underlying the extreme 
actions of the Kamikazi pilots of World War 
II notoriety? 

Malinowski (3) tells how the Trobriand 
Islanders deal with an egregious insult. The 
injured person climbs a high palm tree, 
harangues his listeners on the evils of his 
enemy and the wrong he has done, and then 
dives head-first to his death. 

Suicide is culturally conditioned in many 
ways. The Zunis, according to Ruth Bene- 
dict (4), value moderation and sobriety 
above all other things. —The mere mention 
of suicide would be greeted by incredulity. 
Benedict describes by contrast the Dobuan 
people, a group marked by hostility and 
spitefulness, who customarily express their 
resentment by attempting suicide. Still an- 
other group studied by Benedict, the 
Kwakiutl, who have strong feelings con- 
cerning rivalry and envy, suicide in response 
to a shameful setback. 

Suttee was a practice of culturally sanc- 
tioned homicide in India dating back to the 
fourth century B.C., involving the burning 
of a Hindu widow on her husband's funeral 
pyre. It took on the characteristics of cul- 
turally sanctioned suicide when the widow 
to prove that she had been a true and faith- 
ful wife requested suttee. Under the Brah- 
manic code the suttee was promised 
35,000,000 years in Svarga and the venera- 
tion of her spirit as a saint with great heal- 
ing powers as her reward. 

Two central concepts surround suicide 
as a theologic phenomenon, that of relating 
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the dying process to returning to the original 
source of life—namely, God—and that of 
viewing the act as a surcease and release 
from this vale of tears and the beginning of 
the promised new and eternal life of peace. 

Brahman and Buddhist beliefs sanction 
suicide in their view that the body is a 
dwelling place to be abandoned at the will 
of the owner. Mohammedanism, Judaism 
and its Christian derivatives, on the other 
hand, condemn suicide. 

In many societies, ancient and modern, 
primitive and sophisticated, the act of self- 
destruction is often fantasied as multiple 
destruction. In those societies where suicide 
was viewed as a crime, it may be that man 
unconsciously had an awareness of suicide 
vicariously constituting multiple murder. 
Thus, in medieval society the suicide was 
treated legally as a murder, his naked body 
carried through the streets to be buried at 
a crossroad with a stake driven through his 
heart. 

However much suicide may be sanctioned, 
most cultures regard it as irrational. To be 
sure, some suicides are clearly the acts of 
frankly disturbed or deranged persons who, 
at the height of their agitation, extinguish 
themselves. Their final acts are generally 
spontaneous and apparently without pre- 
meditation. Other suicides, reflecting a 
quiet desperation, exit in a manner which 
appears to be consistent with their mood. 
The logic of their final act seems as incon- 
trovertible as it is irreversible. Both, how- 
ever, must be regarded as irrational. 

But are all people who suicide emo- 
tionally unbalanced? What of the individ- 
ual whose reasons for suicide are rational 
and logical, who is not desperate in the 
present but who wishes to avoid a painful, 
helpless or hopeless future in infirmity and 
disease? Is suicide for him also to be re- 
garded as irrational? If we look to the 
apparent or stated reasons we might be in- 
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clined to say “no.” But if we look to the 
method rather than to the apparent motive 
the answer is often clearly “yes,” for rarely 
does the so-called logic of the motive per- 
meate the method. If the avoidance of 
pain, for example, is a central feature of 
the motive should not the method be as 
quick and painless as possible? Yet it often 
is not. And this in spite of knowledge, 
sophistication and the availability of pain- 
free means of self-destruction. Take physi- 
cian suicides, for example. Despite profes- 
sional training, technical know-how and the 
availability of a variety of sure-fire, pain- 
free ways of exit, they sometimes are most 
painfully or naively self-destructive. What 
this suggests is that however rational the 
motives for suicide may be the act of suicid- 
ing itself is often an irrational one. 

But if suiciding is irrational, is not life 
itself in many instances equally irrational? 
Take the millions upon millions who eke 
out their lives in squalor, misery and disease. 
Take the wartime horror of the concentra- 
tion camps. Why did people hold on so 
tenaciously to the flickering spark? Why 
should survival be so imperative? For the 
one, the suicide, may it not be that he sees 
the act of suiciding not necessarily one of 
self-destruction, but a way of imposing guilt 
on others, the reconciliation of a lifetime of 
frustration or the achievement not of death 
but of immortality? For the other, the in- 
dividual determined to maintain even the 
dimmest spark of life, is not survival the 
symbol of eternal hope? The answers are 
hard to come by, but modern psychiatry has 
formulated a number of persuasive notions, 
the most intriguing of which are the psycho- 
analytic ones. 

Freud formulated a central idea that the 
state of depression results from the failure 
to externalize aggressive feelings. These are 
therefore turned inward and, when they 
take the form of unconscious sadistic fan- 





tasies, may result in acts of suicide. Karl 
Menninger (5) elaborated this concept in 
stating that suicide is derived from an ag- 
gressiveness which is crystallized as a wish 
to kill, an aggressiveness which is modified 
and expresses itself as a wish to be killed, 
or a modification of primary aggressive urges 
which crystallizes itself in the wish to die. 

The late Gregory Zilboorg, posited (6) so- 
ciologically that suicide is a way of thwart- 
ing those external forces that make living 
impossible. He has also restated (7) the 
magical formulation that in killing oneself 
one gains immortality and fame, thereby 
maintaining the ego rather than destroying 
it. Other psychoanalysts point to suicide 
as an expression of early influences and pat- 
terns, such as aggressiveness, narcissism and 
arrest in psycho-sexual development. 

Suicide may express itself in the wish to 
punish a depriving or rejecting figure (par- 
ent, sibling or, by extension, all parents and 
siblings—that is, society) by inducing in 
them a feeling of guilt. “You'll be sorry if 
I die” is the central thought of this fantasy— 
as if the suicide expected to be around and 
see their reactions when his relatives viewed 
his body or were notified of his death. In 
this way the suicide manipulates himself 
into killing himself at the same time that 
he denies his own death. This is the adult 
counterpart of the spite motive of child 
suicides. 

Children by and large have no funda- 
mental consciousness of what death is really 
like despite the fact that they understand 
its meaning in terms of such artifacts as 
funerals, coffins, burials and cemeteries. 
Despite the fact that they do not believe 
that they will die, and hence do not relate 
death to themselves in the present, they al- 
most universally declare that they do not 
want to die. In short, death has no im- 
mediacy, no relevancy for the present, and is 
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a reality only for the remote future and for 
the aged. In order to be accepted in the 
child’s consciousness in the present, death, 
whether it be from disease or other causes, 
seems to be understandable in the context 
of violence and dismemberment. Outside 
of this context death among very young 
children is often regarded as a reversible 
process and not as something definite and 
final. Thus it is easy for children to wish 
the death of others or themselves, or to 
speak in the most casual terms of killing 
people without restraint or the apparent 
feelings of a stricken conscience. 

A number of psychoanalysts feel that sui- 
cidal attempts in children are a reaction 
against loss or deprivation of love. In at- 
tempting suicide, the child actually does 
not see himself as killing himself. He views 
the process in one of three main contexts. 
First, he may see it being thwarted and 
believe that in such thwarting he will be 
given the love he has been denied. A sec- 
ond context, in which death as a configura- 
tion itself is quite real, revolves about the 
wish for reunion with the lost object of 
affection, such as a dead parent; suicide is 
visualized primarily in terms of reunion 
with the loved one. Finally, where death is 
a real factor to the suiciding child, it is 
often used, as already indicated, as an ele- 
ment of spite and revenge, of punishing an 
offending individual. 

Mason (8) described three adolescents 
who attempted suicide, using their physical 
condition as the means of self-extermina- 
tion. All were diabetics. In one case the 
patient refused to eat after having taken 
insulin, stating “I won’t eat so I'll die.” In 
other instances she refused to take insulin. 
This patient was constantly able to provoke 
diabetic comas or to produce states of in- 
sulin shock. In another case the patient 
refused to maintain her diet or to take in- 
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sulin. When a leg ulcer developed she 
refused to take even the most hygienic meas- 
ures to care for it. 

Suiciding in older people has its special 
characteristics and patterns. The break- 
down of relational systems, the loss of posi- 
tion in the family and the community, and 
the general decline of status and role, char- 
acterize the aging process. The feelings of 
insecurity and inadequacy thus engendered 
produce in some people set patterns of re- 
action and even cantankerousness and de- 
pression in others. Those in the first group 
may be viewed as still rebelling at what life 
has done to them. Those in the second 
group feel that life has left them behind and 
that, like the rejected child, they are de- 
serted and desolated. They withdraw 
within themselves. They become preoc- 
cupied with the past. They become more 
and more isolated, more and more de- 


pressed, more and more subject to illness, 

more and more preoccupied with death. 
Thus young and old in suicide seem to 

have much in common and apparently for 


the same reasons. In the first place they 
rarely see their act as a terminal one ending 
in death, but rather as a process. This is 
a process of either inflicting guilt or causing 
pain to the persons or their symbols central 
to, or responsible for, the “loss” they have 
sustained. The process may be directed 
towards eliciting love and affection, or it 
may be one by which the suicide seeks to 
be reborn or reunited with his lost, loved 
ones. 

In the young, adult and aged there are as 
many bizarre methods as there appear to be 
motives for suicide. But from it all studied 
together, they reveal three central features 
which come close to being constants in the 
suicide constellation. In these days of 
alphabetic contractions we might call them 
the LAD syndrome. L stands for loss, 
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which seems to be the one, single, central 
etiological feature of suicide. Loss may be 
real or fantasied. It may involve loved ones, 
self, image of self or functions. And lone- 
liness is an almost constant concomitant of 
loss. 

A stands for aggression, which Freud, 
Menninger and others have pointed out 
constitutes the chief affective force behind 
suicide. When this force is externalized 
it may express itself as homicide, which 
some psychoanalysts and sociologists regard 
as the obverse of suicide. When it is in- 
ternalized it often expresses itself as suicide. 

Finally we come to D, which stands for 
depression. Except for the highly agitated 
unpremeditated suicidal act of the psy- 
chotic, in which it is difficult to determine 
precisely what affects are present, depression 
seems to be a cardinal characteristic of most 
suicides. 

Three simple facts stand out with refer- 
ence to depression. First, it is often the 
central feature preceding or predisposing to 
suicide. Second, “the sixth decade of life 
is the period in which pathologic depres- 
sion is most likely to appear or is likely to 
be most severe if episodes of depression 
have occurred earlier,” according to Dr. 
Mortimer Ostow, who has made a special 
study of this problem. Third, normal de- 
pression is often self-limiting and self-re- 
solving, while pathologic depression rarely 
is and more often than not requires heroic 
treatment. The difference between the two 
is of fundamental importance. 

Depression is a psychic affect related to 
loss—anticipated, actual or fantasied— 
through death, departure, separation or re- 
jection. It may involve parents, brothers, 
sisters, wife, husband or friend; it may in- 
volve part of self through amputation; it 
may involve image of self through disfigure- 
ment or aging—that is, loss of status in the 





family, job, or sexual prowess. Ostow has 
posited that “where the degree of depression 
is commensurate with the magnitude of the 
loss, we consider the depressive reaction to 
be a normal response. Where no loss at all 
is visible or where the degree of depression 
is disproportionately great, in the light of 
the actual loss, the depression is considered 
pathologic” (9). 

In many illnesses, both acute and long- 
term, there is often a definite depressive 
phase. Once the acute stage has passed, and 
the wearisome bedridden, wheel chair, hos- 
pital or house imprisoned aspect of long- 
term illness begins to brand itself upon the 
patient’s consciousness, depression can be 
anticipated and expected. ‘This is especi- 


ally accentuated where the prognosis is 
poor. Tuberculosis, cancer, general paresis 
and pernicious anemia are typical of those 
conditions in which pre-suicidal depression 
can be expected. Traumatic injuries and 


disfigurations similarly may evoke serious 
depressive reactions. 

In his lucid anatomy of depression Ostow 
points out that aggression is a frequent 
component of normal, and a constant com- 
ponent of pathologic, depression—the most 
striking and dangerous aspect of which is 
self-directed aggression. He states: “The 
patient scolds himself, starves himself, will 
not permit himself any enjoyment, rejects 
any erotic approaches and finally may com- 
mit suicide. Such behavior is considered to 
be aggression directed against the self be- 
cause it is clear that the patient does to 
himself what psychoanalytic investigation 
discloses he wants to do to others.” 

Ostow, in explaining the development 
and dynamics of depression with its many 
counterpunctual moods and plays, points 
out that “suicide offers itself to the de- 
pressed individual as a particularly satis- 
factory method of resolving his depression.” 

Sociologists were the original pioneers in 
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the scientific study of suicide. They were 
among the first to collect and develop data 
on suicides. Later they elaborated a num- 
ber of theories on the etiology and dynamics 
of the suicidal act. If Freud may be cred- 
ited with fathering the psychoanalytic the- 
ories of suicide, Emile Durkheim is equally 
the progenitor of the sociological theories. 

Durkheim (10) described three basic forms 
of suicide—anomic, egoistic and altruistic. 
Anomic suicide was held to result from 
severe and usually sudden dislocations in 
the economic environment. Durkheim sug- 
gested that “‘poverty protects against suicide 
because it is a restraint in itself... the 
enormous rate with those of independent 
means . . . sufficiently shows that the pos- 
sessors of most comfort suffer most.” These 
observations have been corroborated by 
many others. 

In the United States suicide is more com- 
mon among the privileged than among the 
deprived. According to the distinguished 
public health statistician Louis Dublin (11), 
suicide appears to be concentrated among 
the well-to-do, despite the fact that it oc- 
curs at both ends of the socioeconomic scale. 
He found likewise that suicide rates fluctu- 
ate markedly with economic cycles. 

Egoistic suicide reflects a failure in the 
individual's integration into society. The 
concept relates more closely to host inade- 
quacy or failure, in contradistinction to 
anomic suicide which focuses on the ex- 
ternal environment. As such it approaches 
fundamentally the psychoanalytic theories. 

Finally, there is altruistic suicide, ex- 
emplified by the captain’s going down with 
his ship or the chaplains of World War II 
fame giving up their life belts. This is one 
of the more controversial of Durkheim’s 
theories. 

Aside from his theoretical formulations, 
the basic importance of Durkheim’s work 
rests on two facts—the solid body of data 
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he collected, which served as a model for 
future demographic work in this field, and 
the stimulus he gave to formulation of 
etiological theories of suicide. 
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WALTER E. BARTON, M.D.* 


Care and treatment of the 


hospitalized mentally il 


In any period of great change, the major 
barrier to achievement of progress is the 
basic one of creating an awareness of the 
need to change. The old ways of doing 
things are familiar and comfortable. The 
accumulated experience of years weights 
the balance in favor of the proven response 
patterns, Today’s problems can’t be suc- 
cessfully managed with yesterday’s solu- 
tions. 

The care of the hospitalized mentally 
ill is changing rapidly. The large state 
hospital is usually located at a distance 
from major cities. Behind its wall or 
fence are shaded walks and _ attractive 
grounds. Usually there are acres of good 
farm land and prize dairy herds. Many of 
the buildings were built during the Vic- 
torian age and are uniformly unattractive 


and grim, if not ugly. There are barred 
windows and grilled porches, gates and 
many locked doors. Wards are sparsely 
furnished with rows of swaybacked cots and 
“mission” rockers or sturdy benches. Masses 
of patients are bathed together without 
privacy and are herded to huge noisy 
cafeterias and are regimented into marching 
columns to go for a bit of a walk. 

There are many things wrong with this 
model of the public mental hospital. It 
was more appropriate in another period of 
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history when it was believed that rest and 
isolation from the family were good for 
one. Security measures were stressed as 
essential in the management of all mentally 
ill. Today we complain of the mental 
hospital’s bigness—we want it smaller; of 
its location—we want it close to the com- 
munity. High on the list of priorities is 
the small ward that encourages group liv- 
ing and interaction with staff. The huge 
barn-like wards, facilities for mass bathing 
and eating and buildings sprawled over 
acres of ground are not suited to today’s 
purposes. There is much waste, too, be- 
cause of inefficient arrangement and scarce 
professional manpower. 

The large mental hospital has so many 
defects that some have stated it would be 
more sensible to abandon it and build new 
facilities where they are needed. Legis- 
lative bodies, sensitive to the high cost of 
the care of the mentally ill, are eager to 
follow the advice to stop spending money 
on the mental hospital. There is little in- 
dication of eagerness to support new 
facilities until they have demonstrated 
their usefulness. There are some most 
undesirable consequences developing from 
the lack of conviction that the state 
hospital is essential in today’s psy- 
chiatric treatment plan. The blow to 
status of state hospital psychiatrists is a 
severe one. The only important aspect 
of psychiatry is seen as an office practice of 
psychotherapy for patients with neuroses. 
Few able men are being recruited for 
careers in hospital psychiatry. 

If there is no need for the mental hos- 
pital, where does the schizophrenic patient 
go for help when the out-patient clinic 
treats only minor illnesses? What happens 
to the excited and noisy patient who is 
disturbing to others in the general hospital 
when drugs fail to quiet him? If 75% of 
acute mental cases recover in 60 days, what 
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happens to the 25% who fail to improve? 
What plan does society have for the care 
of the individual who is over 65 who has 
a major mental illness? Because these classes 
of patients do need care and_ because 
mental illness is still a major chronic 
disease, there is a continuing need for the 
mental hospital. 

Private Practice—Community Mental 
Health Service—General Hospital—Mental 
Hospital, provide treatment in depth for 
those with mental illness. The great change 
that is occurring results from the mental 
hospital’s active involvement in the de- 
velopment of community resources for 
psychiatric treatment. 

Let us look at a few of the principles 
upon which the treatment of the hospital- 
ized mentally ill is based today to discover 
the reason for the great change in the 
practice of psychiatry, and then let us look 
briefly at the program of patient care that 
has evolved to implement the principles. 


PRINCIPLES 


Early intensive treatment of acute mental 
illness results in a higher proportion of 
patients released from the hospital and 


a shorter period of hospitalization. Small 
crises, when dealt with promptly, may 
prevent rupture of relationships and ex- 
trusion of the one who is mentally ill. A 
few days in the hospital may ease the strain 
on patient and family so that both may be 
willing to work at stable, long range solu- 
tions. Families participate in emotional 
crises of a member; as a consequence, 
therapy is extended to involve key mem- 
bers. When major symptoms of mental 
illness are promptly treated, tensions are 
reduced and social behavior tends to reach 
expectations of hospital staff. 

Chronic mental patients can be moti- 
vated toward a more active social role. 
Mental illness often is expressed in a with- 





drawal from participation with others. 
Hospitalization may extend isolation and 
foster regression. The primary motivating 
forces, toward a more active social partici- 
pation, derive from the warmth, sincerity 
and interest of staff in the patient. Inter- 
personal relationships form the basis for the 
catalytic process to promote social interac- 
tion. To leave the hospital, the chronic 
mental patient must give up a stable ad- 
justment and security for an uncertain 
future. Problems of earning a living, 
family relationships, indifference and lone- 
liness, or a bitter welcome in the com- 
munity, reactivate anxiety when the step 
is taken from hospital back to living in the 
city. 

Respect for mental patients and recogni- 
tion of the right of each individual to 
human dignity and as much responsibility 
for himself as he can manage is another 
base for change in attitude toward the 
hospitalized mentally ill patient. Some of 
the key words and phrases that reflect this 
approach toward building an individual's 
self esteem and self confidence are vol- 
untary admissions, retention of symbols of 
identification, a structured activities pro- 
gram with patient participation in plan- 
ning, sharing in policy making, learning to 
accept greater responsibility for self man- 
agement, the open door, pay for work done, 
expectation of return to the community, 
preparation for a job and assistance after 
leaving the hospital to maintain gains and 
move on to greater self realization. 


PROGRAM 


COMMUNITY PSYCHIATRIC 
SERVICES 


For over thirty years there has been a 
gradual growth of psychiatric resources for 
diagnosis and treatment of mental illness 
in the community. As public acceptance 
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has extended, as more psychiatrists have 
entered into private practice and as more 
doctors and other professional groups have 
learned to cope with emotional and psycho- 
logical symptoms, there has been an ac- 
celeration toward greater use of community 
facilities for patients who would have been 
mental-hospital destined only a short time 
ago. To be sure this trend has been most 
apparent in the large metropolitan areas 
where over half of all the psychiatrists 
reside (1). The success of community psy- 
chiatric programs in England (2, 3, 4, 5) 
and Holland (6, 7) and elsewhere (8, 9) 
forecasts the wider use of this approach in 
the United States in the immediate future. 
The stimulation of the National Mental 
Health Act of 1946 to the growth of com- 
munity resources for mental illness has 
been a primary factor in the speed of de- 
velopment. Recently, states such as Cal- 
ifornia, Minnesota, New Jersey and New 
York, have passed legislation to encourage 
the development of community mental 
health programs (10). Since 1952 the states 
(exclusive of Federal grants) have increased 
their expenditures for community mental 


‘health services 350% (from 5.9 to 27 


million) (11). Mental hospitals are pres- 
ently usually located at some distance from 
the urban areas that account for most 
admissions to the hospital. 

The establishment of a Mental Health 
Center in the larger cities served by the 
remote mental hospital is a logical way 
to effect early treatment, to offset rising 
rates and to reduce overcrowding in mental 
hospitals. Some of the professional hospi- 
tal staff may work half-time in the com- 
munity psychiatric facilities, as they pres- 
ently do in England. 

The Mental Health Center facilities may 
include an out-patient department, a day 
hospital, and an emergency service that is 
prepared to visit the patient in the home 
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who can’t or won’t come to the center for 
evaluation and treatment. The Briggs 
Clinic of the Boston State Hospital, the 
adult out-patient facility, includes in its 
treatment cases psychotic patients who 
constitute about 16% of the case load. It 
is possible to increase the number of ad- 
missions to clinic treatment with major 
mental illnesses and make greater use of 
counselling resources for minor mental 
ailments (10). 

The Boston State Hospital Home Treat- 
ment Service, a research project of the 
National Institute of Mental Health, ap- 
pears to be able to treat in the community 
at least 40% of hospital destined pa- 
tients (11). In this plan, when a psychiatric 
emergency develops in South Dorchester, 
the psychiatrist and social worker or nurse 
visit the home to make an evaluation and 
to initiate treatment. Some cases require 
immediate hospital care and this is ar- 
ranged without delay. When a day hospital 
is available it makes possible a full day's 
treatment for additional patients who 
would otherwise have required in-patient 
management. 

The number of general hospitals with 
psychiatric sections ts increasing. The num- 
ber of psychiatric patients admitted for 
diagnosis and short-term hospitalization 
is also increasing. A few general hospitals 
have found that some psychiatric patients 
can be cared for on general wards without 
special facilities. 

A pilot project at Boston State Hospital 
tentatively showed that a very experienced 
staff of senior psychiatrist, head psychiatric 
social worker and psychiatric nurse could 
turn back from the hospital’s admission 
section into community treatment, 10% 
of patients referred for in-patient care. In- 
experienced psychiatric residents and intake 
staff lack the broad knowledge of com- 
munity resources for treatment and the 
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prognostic skills to make proper referrals. 
It must be emphasized that this was not an 
attempt to turn away patients seeking ad- 
mission, but only an expert evaluation of 
those patients who seemed capable of 
continuing to live outside the hospital if 
treatment could be made available in the 
community. 

The most significant change in the man- 
agement of major mental illness, therefore, 
is the development of local community re- 
sources for early treatment of patients who, 
lacking such facilities, would have been ad- 
mitted to the mental hospital. 


HOSPITALIZATION 


Equal in importance to early treatment of 
patients with mental illness in the com- 
munity is the application of the same 
principle to the management of the hospi- 
talized person. Machinery is required for 
quick diagnosis. The cooperation of a 
highly skilled group of professionals and 
their technical assistants is required to 
arrive at a proper diagnosis just as it is in 
the general hospital. The ten or more days 
of emergency care or 30-day commitment 
for observation are legal designations only 
and no longer does treatment wait to begin 
until the end of an observation period. 
Therapy starts promptly for every patient 
and over half of those admitted are ready 
for discharge by the end of the 30-day 
period. 

In 1945, the Boston State Hospital had 
2,700 patients in residence, 1,150 admis- 
sions and 300 employees with 10 doctors. 
Fifteen years later, in 1959, it had 2,800 
patients, 2,000 admissions, 1,000 employees 
and 40 psychiatrists. The rapid evalua- 
tion of admissions, successful treatment in 
a short stay in the hospital and a falling 
bed census requires more employees than 
we have and many more professional staff— 
nurses, social workers, psychologists and oc- 





cupational therapists. The same needs are 
universally evident in state mental hos- 
pitals in this country. If every new patient 
admitted is to have the intensive treatment 
he deserves, personnel and resources for 
therapy are essential to that end. 

The mental hospital with the primary ob- 
jective to provide protective custody of 
patients and control of their deviant be- 
havior could fuifill this mission in spite of 
large wards with many patients and with 
unskilled persons in attendance. When the 
primary aim is shifted to intensive treat- 
ment and prompt return of acutely ill 
patients to the community, different facil- 
ities are required and trained personnel 
becomes essential. An attendant can’t 


develop social interaction in a ward of 60 
psychotic individuals. Four persons trained 
in group work would have a difficult 
enough time to do so. Small wards of 25 
patients make it easier to accomplish. 


Group therapy, drugs, electric shock ther- 
apy and an activities program require 
trained personnel. Training for attendants 
becomes imperative when there is an in- 
tensive treatment program. 

Some chronic patients may also be re- 
turned to the community with intensive 
effort prolonged over one, two, or more 
years. A controlled study in rehabilitation 
at the Boston State Hospital in the pre- 
drug years showed no significant increase 
in release of patients worked with inten- 
sively as compared with controls. An un- 
published study in action research (without 
controls) at the Vermont State Hospital 
shows 67 of 100 chronic schizophrenics 
returned to the community after intensive 
rehabilitation efforts; (95% received drug 
therapy.) Time does not permit more than 
brief mention of the rehabilitation process 
by which the chronic patient is helped to 
give up his security and dependency upon 
staff and hospital for the anxiety evoking 


The hospitalized mentally ill 


BARTON 


experience of living independently again 
in the community after years spent in the 
mental hospital. 

Motivation toward recovery is supplied in 
corrective group experiences in a supportive 
environmental setting. Schedules and 
structured routines give way, after an 
initial period, to patient participation in 
planning their own work and recreational 
programs. ‘The patients learn to accept 
responsibility for themselves and struggle— 
with many set backs—to live up to the ex- 
pectations of the significant persons in 
their world. 

“Job readiness” training helps them ac- 
quire social skills of punctuality, neatness, 
repression of objectionable ideas and in- 
trusion upon the rights of others. Work in 
the hospital may develop old skills or new 
ones. It is my opinion that payment of 
patients for work performed will prove as 
effective a motivating force to greater par- 
ticipation in hospital industrial programs in 
the United States as it has in Europe where, 
even in poor countries, token payments for 
labor are made. At some stage the patient 
will be ready to move into a test of his 
ability to shift from patient status to that 
of employee. As a patient-employee, he 
may go on the payroll, handle his money, 
pay for his room and board and learn to 
think and feel as an employee. He may 
get a job in the community and return to 
the hospital only at night, or he may do 
piece work on a sub-contract in a factory 
in-hospital shop. 

For the chronic patient, with years in 
hospital residence, a family care home or 
a half-way house may provide the strength 
for: the first giant step back to self-suffi- 
ciency. Patients with families go home 
every Saturday and Sunday to learn to live 
again in the family group. 

The patient social center may fill the need 
to belong to a group interested in him as 
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a person when he has neither family nor 
friends to help him in the lonely hours 
after a day’s work is done. The friendly 
greeting, the warm inquiry that reflects 
sincere concern for the patient’s welfare, 
and the chance to talk over problems to 
clarify next steps are but a few of the sup- 
ports the social center offers to help patients 
moving toward greater self-realization. 
The mental hospital’s program for the 
patient returned to the community con- 
tinues after he leaves; it provides what has 
come to be called “after care.” Early re- 
lease is possible when drug therapy is con- 
tinued under supervision, individual psy- 
chotherapy and group therapy continue at 
night or on weekends even after the patient 
goes back to work. A few need a full 
day’s treatment in the day hospital. This 
permits the patient to live at home earlier 
than he otherwise could do. An after care 


program to be effective must be available in 


the local community. We are fortunate at 
Boston State Hospital to be situated in the 
community we serve. Each staff doctor is 
expected to devote some of his time to after 
care of his own patients. When distance 
makes continued-treatment by the same 
psychiatrist impossible, a clinic or visiting 
nurse may serve to provide supervision and 
assistance to patients after release. 

The presentation of an action program 
for mental hospital development evades 
some issues that must be faced to portray 
a true picture. Not all patients can be 
helped. Mental illness is essentially a 
chronic illness as is heart disease or ar- 
thritis. If one follows the health rules, he 


Cost of care per day 


may have a reasonably normal life with 
some handicaps. Relapses are not in- 
frequent. Some patients require indefinite 
hospital care. Even among acute mental 
patients, from 20 to 40 percent require 
long-term hospitalization. Of those sent 
home, about one in three will return to the 
hospital again. Perhaps we have been over- 
concerned about relapses in mental illness 
for, in other chronic medical illnesses, we 
accept them as a symptom to be relieved 
without self-blame for failure of the ther- 
apy. Our public hospitals are filling up 
with old folks; aging chronic schizophrenic 
patients as well as those with mental illness 
associated with senescence. Only a third of 
the latter improve sufficiently to be able 
to live outside the hospital (most fre- 
quently in a nursing home). 


WHAT MENTAL HEALTH 
ASSOCIATIONS CAN DO TO HELP 


1. Recognize the need for change in the 
treatment program for the mentally ill. 

The community process of discussion of 
problems creates the climate in which 
progress toward program development for 
the care of the mentally ill may occur. 


2. Develop understanding by the public of 
the principles upon which the psychiatric 
treatment program are based and the 
reasons new facilities and programs are 
required and what they may be expected to 
accomplish. 


3. Press for financial support of mental 
hospital treatment programs. 





Boston State Hospital 
Massachusetts General Hospital 


115 YEARS AGO 1940 
$1 $2 
$2 $14 
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Dr. Harry C. Solomon recently made 
some comparisons in costs that illustrate 
the basis for the public mental hospitals’ 
plight. 


Rapid turnover of patients increases cost 
for diagnosis and laboratory procedures. 
Cooperative diagnostic teams of specialists 
are expensive. Intensive medical treatment 
of the aged is costly in nursing care. Medi- 
cations are expensive and costly in nursing 
time, to administer and to observe for pos- 
sible toxic effect. Intensive treatment and 
rehabilitation requires both facilities and 
trained personnel. With intensive therapy, 
each patient spends less time in the hospi- 
tal on an admission and is returned to “tax- 
payer status” more promptly. Mental hos- 
pital bed census can be decreased in spite 
of increasing admissions and decreasing 
death rates. 


4. Increase community tolerance for 
“minor” deviance. Open doors and in- 
creased privileges permit patients to explore 
adjacent streets and to test the hospital by 
going home without authority. The neigh- 
bors complain and threaten coercive action 
to prevent “dangerous characters from 
running loose.” One woman expressed the 
layman's anxiety well, “I don’t mind the 
women patients wandering through my 
yard in their queer clothes and sneakers but 
when an unshaven man with wild eyes pats 
my children on the head it frightens me. 
You never know what they will do.” 

As the doors of our mental hospitals 
open widely, more patients will leave the 
grounds before the hospital is ready to ap- 
prove their release. Although most will 
be greatly helped toward self-management, 
some will abuse the privilege and cause 
community annoyance or even harm. 
Patients are people and act like people. 
Statistics assure us, though, they won't get 
into as much trouble—at least not in 
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criminal acts—as the normal people 


will (14). 

5. Develop willingness in employers to hire 
former mental patients. —Two hundred em- 
ployers were interviewed (15) in an im- 
portant study of attitudes toward former 
patients. About half of the employers 
were much concerned about violence or 
destruction and the effect of pressure and 
speed. Only 13% of employers knowingly 
hired a former mental patient during a 
three-year period. Ex-patients as a con- 
sequence learn not to disclose their history 
of illness and most are successful in getting 
a job. Positive attitudes about mental 
illness will be helpful in working through 
the acceptance of the worker by the em- 
ployer on the basis of his productivity and 
capacity to get along on the job without 
causing disruption. 


6. Increase local participation in the treat- 
ment program for the mentally ill through 
the development of 

(1) Local community psychiatric facil- 
ities—O.P.D.—day _hospital—emergency 
services—and general hospital beds. 

(2) After care services for the returned 
mental patient through integration of 
available community resources for this pur- 
pose. 

(3) New facilities in support of therapy, 
such as a halfway house and patients’ 
social center. 


7. Give direct support to the public mental 
hospital in three ways: organize volunteers, 
local planning groups and legislative com- 
mittees. 

The entire citizens’ mental health group 
can perform a valuable service to the pub- 
lic mental hospital in its area by develop- 
ing a reliable source for assistance in the 
development of a volunteer program. It 
can assist in recruiting, training volun- 


287 





teers, recognition of their service and in 
providing a forum for communication and 
program development by Directors of Hos- 
pital Volunteer Services. 

Local planning groups, organized from 
leaders of volunteer groups, civic groups 
and service organizations, may be formed 
to give their collective support to the 
development of the psychiatric program 
of the local mental hospital. The com- 
munity mental health center or a patient’s 
social center can turn from a dream for 
the future to today’s reality if a group 
of citizens begin to press for it and work 
for it. 

Legislative committees formed within 
the mental health association are important 
aids to press for support of new programs 
and new local facilities for psychiatric 
treatment. “The hospital grandfather built 
and a little less money than last year— 


because money is tight this year” won't do 
to meet the needs for new facilities and 


new programs. The people spend what 
they believe is necessary—billions for farm 
support or highways. Resources exist for 
support of education or health if the pub- 
lic insists it wants it. Citizens are the 
essential ingredient in the organization of 
community support of a program to in- 
crease Government assistance to the pub- 
lic mental hospital. 

For fifty years the Mental Health Asso- 
ciations have been active in their support 
of improved care and treatment of the 
mentally ill. The Council of State Gov- 
ernments has helped states increase their 
financial support of psychiatric services. 
The National Committee against Mental 
Illness has helped popularize the facts 
about mental illness and has secured more 
research funds. The studies of the Joint 
Commission on Mental Illness and Health 
will also help focus public opinion upon 
the problem areas in psychiatry. If im- 
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provement in the care and treatment of 
the mentally ill is to be achieved, it will 
be through the combined efforts of the 
professional person in the psychiatric field, 
working together with the citizens’ mental 
health movement. It is time for change. 
Community support to make change pos- 
sible is essential. 
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NEW FRONTIERS IN CHILD 
GUIDANCE 
Edited by Aaron H. Esman 


New York, International Universities Press, 1958. 
218 pp. 

This collection of papers from the staff of 
the Jewish Board of Guardians is essential 
reading for all disciplines and especially 
for every child psychiatrist, whether or not 
in child guidance clinic work. 

Leah Levinger, chief psychologist of the 
Jewish Board of Guardians, has written a 
most interesting practical guide to the in- 
terpretations of psychological test findings 
for parents. There are many practical hints 
and suggestions that psychologists may well 
heed. Dr. Joachim Flescher has a thought- 
provoking paper on “The ‘Dual Method’ 
in Analytic Psychotherapy.” He describes 
how the patient is simultaneously and al- 
ternatively treated by two therapists, one of 
each sex, so that the therapeutic set-up 
closely approximates the parental situation. 
The oedipal situation nuclear to every men- 
tal disorder involves both parents. Dr. 
Flescher lists the benefits to be derived from 
the alternate contact with two therapists 
and discusses the possible objections that 
might confuse the patient. The results ob- 
tained are “sufficiently encouraging to war- 
ant the application of the proposed tech- 
nique on a broader scale.” Certainly, new 
therapeutic methods should be researched, 
even if the practical, everyday application is 
far off and fraught with many realistic dif- 
ficulties. Leslie Rosenthal, a group thera- 
pist, ably discusses the interrelationships 
among the activity group, group therapist, 
and supervisor. Many questions are raised, 
and there simply isn’t space enough here to 
discuss them. 

A second section presents some of the 
contributions to special techniques in child 
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guidance practice. If you are planning a 
residential treatment set-up for severely 
disturbed adolescents, then the paper by 
Marvin Scherer and his associates would be 
of much interest. Jerome Goldsmith’s paper 
on clinical group work at Hawthorne Cedar 
Knolls School *% interesting. 

The reviev er is a director of a child 
guidance clinic and a therapeutic type of 
nursery school. It was with special interest, 
therefore, that I read of the use of the Child 
Development Center nursery school in diag- 
nostic studies, for we have independently 
developed a program which is strikingly 
similar. Especially so, since “careful obser- 
vation is essential to discriminate what is 
pathology from what is an inevitable devel- 
opmental problem.” 

In a discussion of withdrawn children, 
L. Nagelberg, H. Spotnitz, and Y. Feld- 
man present material seeming to demon- 
strate that emotional withdrawal is used by 
the unhealthy child as a substitute for an 
insufficient protective barrier against over- 
stimulation. Dr. William Goldfarb and as- 
sociates have written a fascinating paper 
on “Parental Perplexity and Childhood 
Confusion.” We, too, have observed what 
is so clearly described, that “parents of the 
schizophrenic children in our care show an 
unusual relation to the schizophrenic child 
—parental perplexity.” The special char- 
acteristics of these parents are discussed— 
that is, passivity, uncertainty, lack of spon- 
taneity, lack of empathy. The authors point 
up what is often neglected: “The schizo- 
phrenic child requires an organized and 
directed environment, in an atmosphere of 
benevolent certainty.” The last chapter of 
this collection of papers is an edited report 
of a clinical conference. 

A stimulating, provocative group of 
papers. One may take issue with some of 
the points made, but the scholarship and 





scientific zeal is of a high order.—]JosEPH D. 
TeicHer, M.D., Child Guidance Clinic of 
Los Angeles. 


COMMON SENSE ABOUT GIFTED 
CHILDREN 

By Willard Abraham 

New York, Harper & Brothers, 1958. 268 pp. 


The actual terms “mental health” and 
“mental hygiene” are hardly mentioned in 
this book of Dr. Abraham’s, but the positive 
concepts of “health, peace, and happiness” 
run throughout it. The author uses, as he 
says, a personal approach—“to indicate that 
how long we live, how peacefully we get 
along, how pleasant our jobs and homes are, 
how healthfully our children are born and 
grow up, all of these are part of the tapestry 
of neglect and oversight of our gifted chil- 
dren.” 

Dr. Abraham’s book is largely devoted to 
illustrations from actual school and com- 
munity situations as to what is being done 
throughout the country for children who 
show giftedness of various types, at home 
or in the schools; who the teachers are and 
how they deal with the children; parents’ 
attitudes, and the activities of such agencies 
as the National Merit Scholarship Corpora- 
tion and the Ford Foundation. For next 
steps in helping the gifted the author be- 
lieves that “it is the secondary school that 
is crying for help most desperately.” Nursery 
schools in general give the most individual- 
ized attention based on the child’s need, he 
says. Elementary schools have made a start. 
But “colleges are the slowest to change and 
will do so only if the institutions that feed 
them pave the way.” He urges a plan in 
which industry would lend some of its key 
personnel to the secondary schools, these to 
have special speeded-up programs of teacher- 
education; a high school for gifted students 
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in every city of over 100,000 population; 
and a master plan at the secondary level all 
over the country to “mobilize our educa- 
tional and industrial brains.”—-W. Carson 
Ryan, M.D., University of North Carolina. 


INTEGRATING THE APPROACHES 
TO MENTAL DISEASE: 


Two Conferences Held under Auspices 
of Committee on Public Health of 
New York Academy of Medicine 


Edited by H. D. Kruse, M.D. 
New York, Harper & Brothers, 1957. 393 pp. 


The editor’s point of view is on the flyleaf: 
Multiple factors eventuate in degrees of 
health or sickness. 

R. GERARD opens the discussion on etiol- 
ogy with “The Organic Position”: In psy- 
choses we deal with violins of bad construc- 
tion and tuning, badly played. 

C. Lanois: On the other hand, the usual 
victim of delirium tremens comes of healthy 
stock and has imbibed large amounts of al- 
cohol for years with impunity. He pushes 
his luck too far, adding fatigue, infection 
or trauma. His body and brain no longer 
tolerate the alcohol. Hallucinations and 
pain result, and then fright. 

L. Kusie gives “The Psychodynamic Po- 
sition.” Human “appetites” are only in 
small part biogenetic. Around every bio- 
genetic need cluster the compulsive over- 
drives and phobic inhibitions of human 
psychopathology. 

R. FELIx: Statistics tell us what happens, 
but not why. Communication and concept 
barriers must be confronted. 

D. Linpstey: Aspects of nervous system 
function may tend to cause misinterpreta- 
tion of outside signals. Factors in the nerv- 
ous system may not limit intake of informa- 
tion; at other times factors on the response 
end, because of feedback, make it impossible 
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to interpret properly the kinds of stimulus 
settings in which the individual finds him- 
self. 

F. Repiicu: We psychoanalysts find it 
difficult to forget our narcissism and work 
with those of other work habits. 

G. BisHor: We (neurophysiologists) have 
to resign ourselves” not to talk about “a 
one-to-one correlation between neurological 
behavior and mental behavior . . . every 
bit of information must come into conscious- 
ness in code form . . . the neurology of men- 
tal behavior would be the study of unknown 
central activity in terms of the impulses that 
go into it and come out of it.” (Later H. 
Jasper will say: For the biologist the stimu- 
lus patterns to which an organism reacts are 
as important as the patterns of nerve im- 
pulses they elicit.) 

H. Brosin mentions some interdisciplin- 
ary studies about the interaction of man’s 
physical organism and adaptive mechanisms 
to his physical and conscious environment. 
For example, Mirsky aad co-workers have 
used excretion of pepsinogen in urine, uro- 
pepsin, as an index of the influence of vari- 
ous life situations on gastric secretion. Sus- 
ceptible individuals might be detected long 
before disease appears. So called interdis- 
ciplinary work is highly charged; it is easy 
to lose one’s identity, even to be destroyed. 

At the second conference, B. F. SKINNER 
wants the experimental psychologist to ob- 
serve the effect of genetic, organic and other 
variables on a base-line. Modes of behavior 
characteristic of mental disease may be 
simply the result of reinforcement, an un- 
usual condition of deprivation or satiation. 
A developed experimental psychology (uti- 
lizing both learning theory and the condi- 
tioned reflex) is likely to produce behavior 
reflecting mental disease, and consequently 
change the behavior of the actually mentally 
diseased in the direction known as therapy. 

K. W. Spence: The introspectionist as- 
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sumed a strict one-to-one relationship be- 
tween verbal responses of his subjects and 
inner mental events. He accepted these 
introspective reports as facts, whereas the 
behavior scientist accepts the verbal re- 
sponse as just one more form of behavior. 

ALEXANDER gives his version of the psy- 
chodynamic position: The ego is that part 
of the organism which gratifies subjective 
needs by coordinating them to each other 


and to existing environmental conditions. 


Whenever the ego is incapable of perform- 
ing adjustment, conflict arises. Whether 
the conflict is internal or between the ego 
and environment, “some form of mental 
disturbance results.” Schema for develop- 
ment of neuroses: precipitating factor—fail- 
ure in solution of actual problems—regres- 
sion—>primary conflict revived by regression 
—self-punitive measures—tertiary conflict 
and impoverishment of the ego. 

R. GRINKER disagrees: Causes of mental 
illness can only be viewed as many variables 
within a large field of events occurring in 
time. The principle of stability or homeo- 
stasis fails to consider those goal-changing 
forces which move the organism out of rest 
into new transactional fields. 

T. RENNIE presents the psychosocial posi- 
tion: The best individual therapy can be 
defeated by the family unprepared for the 
recovering patient with new insights and 
greater freedom-demands. Many a schizo- 
phrenic is doomed to permanent hospitaliza- 
tion because families are too rejecting and 
unable to adjust to shifting relationships. 

J. S. Scotr goes further with “sociobiol- 
ogy”: Animal experimentation on nonadap- 
tive behavior suggests that three things are 
necessary: hyperexcitation of some kind, a 
situation in which it is impossible to adapt, 
and no possibility of escape. The factor of 
genetic differences could determine what is 
unbearable. In confinement, bears move 
around and develop stereotyped movements. 





Cats, on the other hand, if well fed, will 
adjust in small cages. 

At this point, editor Kruse is ready to 
look for areas of acceptance. Frequently 
an investigator working with one group of 
factors tends to neglect others. The first 
task is to identify all qualitative factors that 
enter into etiology. The second objective 
would be to devise methods to measure the 
proportional effect of each factor in each 
instance, for quantity, timing or amena- 
bility to control. 

GRINKER: It would be easy to set up ex- 
perimental designs mutually satisfactory to 
the organicist and the experimental psychol- 
ogist or behaviorist, but not as yet to others. 
Observations on behavior over a segment of 
time will not enable even the physiologist 
to predict what an organism will do under 
other circumstances at other times. There 
are further areas of unacceptance among 
the participants. Until the psychoanalysts 
and psychodynamicists begin to speak less 
of instinct and libido and more of communi- 
cation, without exchange of some fictional 
energy called “psychic energy,” there will be 
steady divergence of opinion and methods 
of observation. No one can put his finger 
on the most important factor in mental 
disease. 

J. Finestncer: Sickness does not arise be- 
cause of a conflict, but rather from the in- 
tensity of the conflict or the way of handling 
the conflict. In the social setting, those 
factors which make for stress and those 
which tend to relieve the stress make the 
difference between health and pathology. 

Gerarp: Most psychiatrists agree that or- 
ganic factors in schizophrenia lead to anx- 
iety and that what we see is a combination 
of organic and psychologic factors. As for 
experiments with babies, “We are not trying 
to measure love; we are trying to measure 
autonomic reaction . . . perhaps we could 
get an objective test of psychoanalytic dy- 
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namics. With the shift of the erotogenic 
zone from the mouth to the anus to the 
genitals, we would see whether autonomic 
responses from these regions occur at the 
predicted times.” 

E. Witrkower tells of an experiment 
based on the libido theory, with regressed 
schizophrenics who had been in the hospital 
15 years. They were offered media cor- 
responding to their level of regression (dirt 
to play with). They responded because of 
the attitude of understanding. 

F. METTLER is agreeing when he says, “a 
good 10-cent fact is worth a vast deal more 
than a dollar hypothesis.” He gives some 
accomplishments of the organicists: removal 
of the convulsive complex from the area 
of “sacred disease”; removal of dementia 
paralytica from the area of sexual excess, 
with proof of an infectious basis; elucidation 
of how the nervous system acts under drugs, 
particularly hypnotics, soporifics, and anti- 
convulsants; development of a structural 
pathology and microchemistry of neuro- 
psychiatry. 

ScoTr suggests a basic research in psy- 
chiatry: “Look for differences early in life 
in arousal and forms of excitement.” 

ALEXANDER agrees: To explain the pa- 
tient’s reaction, know his biological struc- 
ture. Has he had a vulnerable cortico- 
adrenal system ever since birth? It could 
have been tested in his first reaction to any 
emotional stress situation. 

WHITEHORN: Psychodynamic factors range 
wider than those intimately personal in the 
patient. Insight and verbalization have 
been vastly overrated in psychodynamic 
theory and in practice of therapy. “We are 
tempted to reduce everything to behavior 
and control. Clinically the psychiatrist deals 
with people in distress.” .. . “Why did we 
not discuss such important therapeutic aids 
as insulin coma, EST, lobotomy, chlor- 
promazine, serpasil?” 
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In closing, GERARD comments on multi- 
causality: We all agree that there is more 
than one factor in mental disease, but it 
is not enough to recognize all factors. ‘“We 
begin to be useful only when we can quan- 
tify them. The situation then becomes 
reproducible and meaningful. This kind 
of causality we all can work with . . . many 
phenomena are interrelated, feed back upon 
one another, and give a system which 
changes as a totality.” The system and the 
separate components can be analyzed.— 
EsTHER SOMERFELD-ZISKIND, M.D., Los An- 


geles, Cal. 


PHYSICIANS AND SCHOOLS 


Report of the Sixth National Conference on 
Physicians and Schools: Marking A Decade 
of Progress Toward Fitness 

Chicago, American Medical Association, 1958. 150 pp. 


“There is a mental-emotional aspect to fit- 
ness, which consists of living comfortably 
with yourself and others, and being able to 
meet adequately the demands of life,” says 
Group III in its summary of the discussions 
at the Highland Park Conference on Phy- 
sicians and Schools, November 1957. “There 
are experiences in the everyday life of 
pupils,” says the report, “that may bring 
out focal points of stress or strain—such as 
school entrance, leaving home for the first 
time, parent-child relations, teacher-child 
relations, peer relations, getting hurt in 
play, failure to be chosen for a team or 
group, and other childhood experiences.” 

The group accepted the following list of 
basic emotional needs: love; independence 
or individual autonomy (the individual in 
his own right); security; achievement (recog- 
nition, approval, success); faith (belief in 
God—something greater outside ourselves); 
sex—creative needs; guidance or examples 
in living; companionship. Teaching can 
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have a significant influence on all of these, 
it was declared, and teachers need to ac- 
quaint themselves with sources of informa- 
tion and helpfulness in this area of mental- 
emotional health.—W, Carson Ryan, M.D., 
University of North Carolina. 


FAMILY GUIDE 

TO TEENAGE HEALTH 

By Edward T. Wilkes, M.D. 

New York, Ronald Press, 1958. 244 pp. 


The preface indicates what the reviewer 
thinks the book is: a practical manual on 
the health problems of individuals aged 12 
to 20. It discusses normal growth, heredity, 
nutrition, endocrines, rates of maturity, and 
so on. There follow sections on basic nu- 
tritional factors, posture, athletics, smoking 
and drinking and, specifically, care of the 
skin, teeth, and menstrual hygiene. These 
topics occupy Parts I and II. 

Part III takes up common disorders of 
the skin, such as acne; aspects of menstrual 
function, such as tension, lessened or in- 
creased flow; endocrine disorders, such as 
hyper- and hypo-thyroidism, gonadal devia- 
tion, breast care. This is followed by a dis- 
cussion of headaches, eye and ear ailments, 
foot symptoms, and a brief chapter on cer- 
tain major diseases, to wit: tuberculosis, 
heart ailments, epilepsy, and diabetes. 

Part IV contains a forthright presenta- 
tion of problems of early dating, crushes, 
petting, sex relations, and some considera- 
tion of the more obvious physical aspects of 
sex: venereal diseases, homosexuality, and 
so on. 

A final chapter on the so-called emotional 
disturbances (anxiety, hostility, shyness, in- 
feriority, dependence) leads into some suc- 
cinct statements concerning maturity and 
a religious background. 

This reviewer finds the book a valuable 





and wholly delightful volume. Every page 
is filled with clear statements of points of 
view and fact without giving an impression 
of dogmatism. The experience of years pro- 
vides a platform of confidence and sincerity 
and, therefore, the book is potentially very 
helpful. To turn to any one of a dozen 
topics and find in one or two minutes what 
an experienced pediatrician thinks is re- 
freshing and stabilizing. Moreover the writ- 
ing is clear and devoid of superfluous verbi- 
age. 

When the chapter on emotional dis- 
turbances is reached, one with views like 
this reviewer's is bound to raise a few ques- 
tions. Does not the discussion imply some 
of these things to be abnormal, thus en- 
gendering anxiety in the parents and ado- 
lescents although in the vast majority of 
cases, they are part of the normal growth 
pattern needing control and limitation, but 
very seldom management as a psychiatric 
situation? However, the reviewer gladly 
makes settlement for a book which in his 
opinion is a veritable compendium of fact, 
experienced judgment and, in general, 
judicious appraisal. The book can well 
serve a need in the homes of adolescents and 
others who may have occasion to call on ma- 
ture knowledge.—Forrest N. ANDERSON, 
M.D., Van Nuys, Cal. 


THE ANALYSIS OF DREAMS 
By Medard Boss 
New York, Philosophical Library, 1957. 233 pp. 


Books dealing with the analysis of dreams 
are generally oriented along clinical and 
therapeutic lines. This present volume is 
so only incidentally and secondarily. It 
is essentially an inquiry into the philosophic 
bias inherent in the structure of classical 
dream theory and the development of the 
author's existentialist point of view. His 
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thesis, easily stated, but less easily under- 
stood, is that we exist no less in dreams than 
we do in waking life. This statement recurs 
throughout the book, often in more elabo- 
rate form, but with no clearer or more 
precise elucidation of the meaning involved. 
The author is on much firmer ground in 
his plea for a greater concern with the 
phenomenology of dreaming. He is sharply 
critical of both Freud and Jung for what 
he considers to be their implicit derogation 
of the manifest content. He points out 
how the “natural scientific” bias of both 
of these pioneers led them away from a 
concern with the dream at the phenomeno- 
logical level and involved them mainly in 
a concern with the dream as a form of 
symbolic expression. The author elaborates 
on this in his discussion of the objective 
approach of Freud, wherein the dream ob- 
ject or person signifies the actual object or 
person or the dreamer’s relationship to it 
or him, and the subjective approach of 
Jung, wherein the dream object or person 
personifies an aspect of the dreamer’s own 
subjectivity. In both instances, the mani- 
fest content is by-passed in favor of a 
greater focus upon that which is hidden 
(symbolized) by it. He accuses both Freud 
and Jung of indulging in an analysis of 
psychic existence through the separating of 
aspects of that existence, the labelling of the 
resultant parts, and ultimately the reifying 
of the labels. Each was forced to assume 
the existence of certain “forces” (the in- 
stincts of Freud, and the inferred archetypes 
of Jung) capable of reuniting that which 
had been arbitrarily separated. 

Nor are the author’s critical barbs limited 
to the proponents of classical dream theory. 
They extend to a number of other writers, 
mostly on the European scene. Fromm is 
the only American author considered, 
mainly in a derogatory vein. Writing in 
what at times comes close to a polemical 
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style, Dr. Boss does not spare his existen- 
tialist colleagues. He feels that Binswang- 
er’s efforts also fail to adhere to a consistent 
concern with the inherent characteristics 
of dream elements, and that instead these 
elements are still considered by him as repre- 
sentations of objects in the waking world. 
The author asks the question: “What if 
there are no dream symbols at all?” He 
then proceeds to an analysis of a series of 
illustrative dreams on the assumption that 
the elements of the manifest content stand 
for nothing other than themselves, or, more 
precisely, that which they reveal rather than 
conceal or symbolize, and what they reveal 
are the relationships and attitudes char- 
acterizing the existence of the dreamer at 
that moment. The dream is not a mere 
hallucinatory image, but a meaningful form 
of existence during sleep. The author refers 
to this as the “being in” the situation with- 


out the gratuitous elements of disguise, 
camouflage, or wish-fulfillment. These ideas 
are best conveyed in the author’s own words: 
“In our dreams we experience real physical 
facts: a thing is a real thing, an animal is 
a real animal, a man is a real man and a 


ghost is a real ghost. In our dreams we 
are in just as real a material world as in our 
waking life, and in both cases we express 
our individuality in our behavior and 
relationships with the objects and fellow 
beings around us” (p. 106). “We learnt that 
man when dreaming, no less than when 
awake, always exists in his relationships 
with things and people. We have learnt, 
indeed, that these relationships go to make 
up his entire existence. We also learnt that 
man can realize his existence in dreams just 
as in waking life, through the most varied 
relationships and attitudes” (p. 122). 

It is precisely in this emphasis on the 
manifest content as an end in itself that the 
author makes both an original and a valu- 
able contribution and where in some meas- 
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ure his views are not too widely disparate 
from the rising tide of interest in mani- 
fest content which has been a feature of the 
recent literature in this country. He stresses 
the need for removing the dream from the 
implicitly derogatory prejudgments ren- 
dered from the vantage point of the waking 
state and points the way to the effective 
understanding of the dream at its own 
concrete phenomenological level. One 
might ask at this point whether a more thor- 
ough-going phenomenological assault upon 
the problem of dreaming should not en- 
compass a greater interest in the nature of 
sleep and the relationship of dreaming to 
sleeping. The recent studies on the associa- 
tion of rapid eye movements during sleep 
and dreaming, the studies on altered con- 
sciousness attendant upon sensory depriva- 
tion, and the studies on changes in the 
symbolic processes associated with diffuse 
brain damage all point to the significance 
of physiological factors in the understand- 
ing of both the form and content of altered 
states of consciousness. This is certainly 
true for the phenomenology of dream con- 
sciousness as compared with consciousness 
during the waking state. The author is 
concerned with this difference, but ap- 
parently seeks an explanation in purely 
psychological terms. He speaks of an altered 
mode of existence during sleep, but does 
not link this up with a consideration of real 
alterations in the needs of the sleeping in- 
dividual or functional alterations in the 
brain milieu. 

The lengthiest chapter is devoted to a 
discussion of telepathic, clairvoyant, and 
prophetic dreams. It is difficult to evaluate 
the author’s espousal of what is still a 
scientifically unpopular cause. On the one 
hand, it is in keeping with his general bold- 
ness and courage in taking his cues from the 
empirical data rather than obscuring and 
losing such data in the haze of untenable 





and misleading assumptions concerning our 
present state of knowledge. On the other 
hand, a certain naiveté is revealed in the 
arguments presented to buttress his point of 
view—for example, arguing for the logic of 
telepathy based on the “openness” of man’s 
existence and the fact that at every moment 
man exists in and with the objects and peo- 
ple that surround him. 

In summary, Dr. Boss has presented us 
with a fresh point of view concerning the 
nature of dreaming. The book is the work 
of a very experienced and sensitive therapist 
and represents a vigorous and original fu- 
sion of psychiatric and philosophic thought. 
—MonTAGuE ULLMAN, M.D., New York 
City. 


SCHIZOPHRENIA 
By Manfred Sakel 
New York, Philosophical Library, 1958. 335 pp. 


Because of its varied content, and the space 
devoted to the specific treatment-procedure 
for which the author is so well known, this 
book might more accurately be titled “In- 
sulin Treatment of Schizophrenia” and sub- 
titled “General Theoretical Considera- 
tions.” The first half contains an admixture 
of the author’s philosophy of life, his the- 
ories about mental illness in general and 
schizophrenia in particular, and his attempt 
to be both medical historian and critic. The 
latter part of the book describes Sakel’s 
treatment discovery, and his hypotheses and 
speculations which grew out of the clinical 
observations of its effects. Essentially, he 
argues that his theorization about the ori- 
gins of schizophrenia is justified by the pa- 
tients’ clinical reactions to insulin therapy. 

Sakel believes schizophrenia to be the re- 
sult of an “interference in the structure of 
the nerve cell” and that “this can be proven 
without a doubt by those trained in the 
Classical Insulin Shock Treatment” by ob- 
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serving the behavioral changes it produces. 
Elsewhere he says, “It can be assumed that 
the schizophrenic disease process is based 
entirely upon a physiological and communi- 
cative electro-ionic disturbance” because of 
the “proven” effectiveness of the physiologi- 
cal approach. 

The first part of the book may prove of 
value to the non-psychiatrist. However, for 
the psychiatrist interested in the history of 
insulin treatment, if not in the theorization 
of its innovator, the latter half of the vol- 
ume will be of most interest. Some readers 
may regret Sakel’s having made such a com- 
prehensive effort at the expense of his forte 
—a specialized clinical treatment at which 
he was so adept. It is to be hoped that the 
author’s tendency to philosophize and criti- 
cize psychiatry unnecessarily will not detract 
from the value the book’s readers will find 
in the detailed discussion of insulin treat- 
ment itself, and in the author’s keen clinical 
ability. 

A pioneer may be forgiven his partiality 
and bias even after 30 years. Time and ex- 
perience will ultimately place insulin ther- 
apy and its discovery in proper perspective. 
In any event, the courage of the author will 
be respected.—ALEXANDER GRALNICK, M.D., 
High Point Hospital, Port Chester, N. Y. 


BEYOND FREUD 


By Camilla M. Anderson, M.D. 
New York, Harper & Brothers, 1957. 282 pp. 


In Beyond Freud Dr. Anderson offers a 
“new theory of behavior” which is at vari- 
ance with her earlv training in Freudian 
terminology and orientation and which 
fills a “personal need to reconcile incon- 
sistencies and contradictions between those 
concepts I had been taught and insights I 
later drew from my own observations.” 
She states that her system has been “ar- 
rived at independently” and hence is not 
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eclectic, although “some of the conclusions 
are comparable to those of, for example, 
Pavlov, Korzybski, Sullivan, Kirshnamurti, 
Horney, and others.” 

In effect, Doctor Anderson has written a 
highly personal credo. She is declarative, 
deeply inspirational, and unquestionably 
motivated by earnest religious feelings. 

What is generally recognized as psycho- 
analysis is designated by Doctor Anderson 
as “Freudian theory.” It is regrettable that 
her exposition of this system of psychology, 
nosology, and therapy is so sketchy and se- 
lective as to make it largely incorrect in 
many points. The only writing of Freud 
to which she refers in her bibliography is 
the Modern Library edition (1938). Un- 
fortunately, too, she does not mention any 
of Freud’s other fundamental contribu- 
tions, nor those of other psychoanalysts.— 
SypNEY G. Marco in, M.D., University of 
Colorado Department of Medicine. 


A PROCESS FOR EARLY IDEN- 
TIFICATION OF EMOTIONALLY 
DISTURBED CHILDREN 


Prepared by Eli M. Bower 


Sacramento, Cal., Bulletin of the California State 
Dept. of Education, 27, 1958. 111 pp. 


This book reports the method and the re- 
sults of a study, conducted by the Depart- 
ment of Education in the state of California, 
designed to identify emotionally disturbed 
children within the classroom setting. The 
procedures were carried out by teachers 
within the class routine. One of the pur- 
poses of the study was to determine whether 
a teacher-centered procedure conducted in 
the routine class setting could identify emo- 
tionally disturbed children. A series of fac- 
tors was evaluated, including intelligence, 
achievement, socio-economic status, and so- 
cial status in the classroom. 
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A group of children, who had been 
studied by a psychiatric clinical team and 
identified as presenting emotional disturb- 
ance, was selected. The children were in 
the fourth, fifth and sixth grades. Classes 
in which one or more of the designated 
children were enrolled were selected for the 
study. The teachers were not aware of the 
reasons for the selection of the classes. Data 
on nine factors on all of the pupils in each 
class were then assembled by the teacher. 

The findings justify the following con- 
clusions: Children’s judgments of other 
children’s personalities are surprisingly ac- 
curate and predictive. The teachers’ judg- 
ments of emotional disturbance are very 
much like the judgments of clinicians. The 
differences between emotionally disturbed 
children and the others increased with each 
grade level. 

The methods of the study and the find- 
ings are presented in a clear, reasonable and 
interesting manner. There is much that is 
informative about both the emotionally dis- 
turbed and the other children, and much 
that will be useful to those working in the 
psychiatric clinic and within the school. 
The book is recommended for all profes- 
sional workers interested in children and is 
written so that the material is accessible to 
the lay reader.—J. FRANKLIN RoBINsON, 
M.D., Wilkes-Barre, Pa. 


COUNSELING THE 
EMOTIONALLY DISTURBED 


By C. H. Patterson 
New York, Harper & Brothers, 1958. 458 pp. 


It is somewhat ironic that a pragmatic so- 
ciety such as ours should have given so little 
attention to the rehabilitation needs of the 
largest disability group, the emotionally 
disabled. The default may be attributed 
partly to the stigma attached to this group, 
partly to the difficulty of working with it, 





and partly to less than adequate appropria- 
tions for dealing with problems of health, 
welfare and education. Our national and 
state budgets reflect not only our fears and 
some of our anxieties, but also many of our 
values. Clearly, we have not begun to 
mobilize either our wealth or our intelli- 
gence in behalf of our ill. 

In any case, Dr. Patterson in this book 
has attempted to help us come to terms 
with some long neglected rehabilitation 
needs of the emotionally disabled. And if 
we fail to provide more and better help to 
this group, the fault will not be his. 

He has given us a solid book. It is well 
written, organized and balanced. He in- 
cludes what is important and omits what 
is irrelevant. In all his discussion, he very 
humbly admits what is not known or what 
is dubiously known. 

Patterson begins with a definition of the 
nature and extent of the problem. He then 
proceeds to discuss the training require- 
ments of the counselor, along with a sub- 
stantial (and properly so) treatment of the 
counseling process. Despite his anchorage 
in an academic environment, he enters the 
market place and realistically details the 
problems of training and employment. In 
addition, he provides the reader with an 
excellent and up-to-date bibliography. 

Some of my points of criticism of this 
book are: 

1) The author could have given more at- 
tention to class and ethnic factors which 
might lead to a better understanding of the 
client. 

2) He could have focused more on clients’ 
needs as a pattern and so avoid the perpetu- 
ation of the present practice of viewing vo- 
cational needs in rather narrow and dis- 
connected terms. 

3) The author tends to view the client 
and his environment in interactional terms 
(like colliding billiard balls) rather than 
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transactionally; that is, with the client and 
the environment undergoing changes in 
whatever process he may be engaged in. 
This general tendency of viewing persons 
interactionally may account for much of the 
futility of trying to match traits against 
jobs as if they were unchanging “givens.” 

4) He maintains the widely held view 
that “the greatest problem in the placement 
of the emotionally disabled is the attitude 
of the public, and the employer in particu- 
lar, toward this group.” This seems to be 
little more than an assumption, which is 
discrepant with the author’s own argument. 
On the one hand, the author contends that 
many of the emotionally disabled make 
poor workers; and on the other hand, he 
criticizes employers for rejecting them. The 
issue is: are the emotionally disabled re- 
jected because of employer attitudes or be- 
cause they are “poor workers”? Is there any 
evidence that those emotionally ill able to 
work are unable to secure work? 

The reviewer recommends this book to 
all those professionals working with the 
emotionally disabled. Even those working 
with the physically disabled will find it 
more useful than many of the books that 
focus exclusively on them.—Simon OL- 
SHANSKY, Joint Commission on Mental IIl- 
ness and Health, Cambridge, Mass. 


DISCUSSIONS ON CHILD DEVELOP- 
MENT, The Third Meeting of the World 
Health Organization Study Group on the 
Psychobiological Development of the Child, 
London 1955 

Edited by J. M. Tanner 

and Barbel Inhelder 

New York, International Universities Press, 1958. 
223 pp. 

This volume presents the transcript of con- 
versations focused on two topics: the de- 
velopment of sex differences in psychologi- 
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cal characteristics and the development of 
individuality, or ego-identity. 

To open discussions on the first topic 
Margaret Mead presented comparative data 
from different societies to suggest the ex- 
tent to which sex differences were deter- 
mined by nature or by nurture. Erik 
Erikson introduced the second topic by dis- 
cussion of his findings concerning sex dif- 
ferences in the play constructions of ado- 
lescents. The lively interchange in these 
groups successfully prevented all semblance 
of formal papers but did not interfere with 
orderly consideration of the topics. There 
were lively differences of opinion—as for 
example, Zazzo’s encounters with the psy- 
choanalytic viewpoint, or the psychologists’ 
criticism of extending by analogy to human 
behavior ethological observations made on 
animals; nevertheless there was an exceed- 
ingly good-natured and insightful inter- 
change of ideas. The book consequently 
makes very interesting reading. 

Attending the discussions were Dr. John 
Bowlby, Dr. Reymond Saussure, and Pro- 
fessor Erik Erikson, for psychoanalysis; Pro- 
fessor G. R. Hargreaves and Dr. B. Buckle 
for psychiatry; Professors Jean Piaget, Bar- 
bel Inhelder, and Rene Zazzo for psychol- 
ogy. Representing electrophysiology were 
Drs. Karl-Axel Melin, A. Remond, W. 
Grey Walter and Professor Marcelle Mon- 
nier. Completing the group were Dr. Kon- 
rad Lorenz, ethology; Julian Huxley and 
J. M. Tanner, biology; Margaret Mead, cul- 
tural anthropology; and Frank Fremont- 
Smith, the general field of research promo- 
tion. 

Margaret Mead’s remarks betray a greater 
willingness than in earlier writings to con- 
sider that behavioral differences between 
the sexes may be the result of enhancement, 
through learning, of biological differences, 
both in structure and in energy mobiliza- 
tion and use. A number of interesting ex- 
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amples were given of how seemingly minor 
differences in structure may lead to rather 
extensive differentiation in behavior. Erik- 
son’s block constructions are fascinating 
(fortunately the text furnishes many illus- 
trations), and clearly intrigued the discus- 
sants, but his persentation is most clear and 
convincing when he expounds his dynamic, 
developmental view of the psycho-social 
nature of children. 

The discussions are valuable to develop- 
mental theory. Both major themes illus- 
trate the principle of cumulation of effect 
in developmental process over time. Biol- 
ogists present repeatedly drew attention to 
the importance of trends as contrasted with 
incidents and in demonstrating relation- 
ships, and by analogy to evolutionary proc- 
esses also remarked how psychological pat- 
terns, adaptive at one stage of development, 
can carry forward into succeeding stages 
where they may not be so clearly adaptive. 
Epigenesis, the emergence of novelty in de- 
velopment, was noted in Erikson’s analysis 
of psychosocial development. Conversely, 
social anthropology observed how such de- 
velopmental change in the “nature” of the 
child affects the socializing impact of ex- 
periences provided by the culture. Mead 
shows how sex roles are conditioned by dif- 
fering patterns of adult behavior toward 
children; Erikson establishes a theoretical 
rationale for the development of sex-roles, 
at least for European-American culture. 

Among the many contributions of other 
participants, Huxley's concept of the open 
social system which permits the develop- 
ment of the “open” individual is timely. 
This material will be of interest to all con- 
cerned with personality theory and with 
concepts and problems of development, 
whether physical, psychological, or social. 
—Da.e B. Harris, Institute of Child De- 
velopment and Welfare, University of Min- 
nesota. 





GUIDANCE IN ELEMENTARY 
EDUCATION: A CASE BOOK 


Edited by Esther Lloyd-Jones, 

Ruth Barry and Beverly Wolf 

New York, Bureau of Publications, Teachers Col- 
lege, Columbia University, 1958. 118 pp. 

This is an unusual publication, and pub- 
lished at a time when there is a great need 
for both information and concrete help in 
thinking through the probiems of elemen- 
tary school guidance programs. 

The first chapter in the book presents a 
clear, concise statement of various concepts 
of guidance; also how guidance in the ele- 
mentary schools differs from guidance of 
students in other levels. The second chap- 
ter provides a very lucid and condensed 
discussion of the case study method. In a 
very few pages it sums up the importance 
of this particular method. These two chap- 
ters deserve very careful reading. 

The balance of the book includes 25 case 
studies, each one written so that the atten- 
tion of the reader is immediately caught, 
and his thinking—about the problems in 
the case presented—greatly stimulated. 
Each case study is presented in a conversa- 
tional style, in two or three pages, which 
could very easily be used and read aloud at 
a staff or group meeting. At the critical 
point the case study is ended, and a few 
questions are posed for study and discus- 
sion. These questions are particularly 
sharp and pointed, and are of such a char- 
acter that no “‘yes” or “no” answers are pos- 
sible: they are certain to provoke extensive 
discussion. 

I believe that this is one of the best books 
so far produced for the purpose of helping 
teachers, supervisors, and guidance direc- 
tors improve and initiate guidance in the 
elementary schools. It is highly recom- 
mended for teachers’ meetings and confer- 
ences. Many of the discussions could be 
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used in PTA meetings to help interpret the 
school guidance program.—JENNELLE 
MoorueEab, Oregon State System of Higher 
Education. 


NEUROTIC DISTORTION 
OF THE CREATIVE PROCESS 


By Lawrence S. Kubie, M.D. 


Lawrence, Kan., University of Kansas Press, 1958. 


151 pp. 


This is a thoughtful and carefully written 
little volume which merits reference use 
and availability to all who would study the 
effects of neurotic influences on human cre- 
ativity. Emotional illness is not necessary 
to creative endeavor. The understanding 
and relief of neurotic symptoms or of neu- 
rotic character traits through psychotherapy 
and analysis do not hamper or end one’s 
creative processes. Instead one finds that 
new freedom and a more clear direction is 
achieved. Neurotic forces are far more 
likely to distort or blindly drive one’s crea- 
tive efforts. 

Dr. Kubie points out the relation between 
free association, “the natural process by 
which man creates” regardless of his occu- 
pation or profession, and creativity. Un- 
conscious forces often operate at cross pur- 
poses to what might obtain were one really 
free to recognize and to accept the prompt- 
ings of pre-conscious processes. 

The book is organized in four chapters, 
with some material borrowed and expanded 
from prior publications of the author. 
Those who have enjoyed reading others of 
Dr. Kubie’s works can expect to profit from 
this one also. Following a short discussion 
of the psychodynamics of neuroses and crea- 
tivity, the author delves into the interac- 
tions between creative and neurotogenic 
processes. His points are carefully devel- 
oped and amply illustrated with case ma- 
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terial which is interesting in itself. Follow- 
ing a good discussion of some applications 
for education generally, Dr. Kubie’s closing 
chapter briefly and succinctly summarizes 
his thesis—HeEnry P. LavuGHuin, M.D., 
Chevy Chase, Md. 


THE ALIVE AND 
GROWING TEACHER 


By Clark E. Moustakas 


New York, Philosophical Library, 1959. 157 pp. 


That teachers struggling with professional 
and personal problems can be helped to 
achieve healthy self-realization, mutual un- 
derstanding, and a growing sense of self- 
education through open group discussion, 
is the thesis of this little philosophical vol- 
ume. The writer, for 10 years a psycholo- 
gist at the Merrill-Palmer School in De- 
troit, is concerned with the growth of the 
self. “Every experience in which the indi- 
vidual expresses himself in a free, spon- 
taneous manner contributes to the growth 
of the self. As long as the person maintains 
the integrity and uniqueness of his indi- 
vidual nature, growth of the self, which 
begins at birth, continues throughout life.” 

His own experience in leading such a 
group has been used to document his point. 
“In an atmosphere of freedom and trust 
where individuals are valued, fully accepted 
and respected, a group of learners becomes 
its own best resource and serves as the pri- 
mary basis for emerging insights and the 
resolution of problems.” ‘The fervent tone 
of the writing indicates the writer’s deep 
conviction about his working concepts, con- 
cepts well corroborated by many psycholo- 
gists, educators, and theologians. There 
can be only commendation for what he is 
trying to pass along. 

On the other hand, if the special value of 
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this book is in its first-hand experience, the 
written account of the process involved is 
too sketchy and superficial to be as com- 
pletely useful to fellow educators as it 
might be. For example, Chapter 3, “The 
Teacher’s Expression of Self in Relations 
with Other Teachers,” goes into a discus- 
sion among school persons without any de- 
scription of the group—its nature, size, 
process, or even who are the teachers, prin- 
cipal, or other participants. 

Also, the leader’s procedure of applying 
total acceptance of teachers’ statements 
sometimes results in his seeming to ac- 
quiesce in some questionable, fuzzy conclu- 
sions, such as a teacher’s decision not to 
discuss with the mother of a troubled child 
the fact that the child cannot write and is 
disliked by all his classmates; the group's 
belief that a child should never be taken 
from one teacher and given to another; the 
group’s failure to discern whether a par- 
ticular child “doing nothing for five hours” 
is expressing satisfaction in sheer being or 
is in need of special help from his teacher. 

The book is weakest where it is frag- 
mented, interpreting quick shifts in teach- 
ers’ verbal expressions as manifestations of 
deeper changes. It is best where it digs in: 
in Chapter 7, “A Return to the Self: Mrs. 
Allen’s Experience” and Chapter 8, “The 
Teacher Becomes A Learner,” in which the 
writer shares his own reactions to group 
sessions. 

At a time when teachers are troubled by 
many self-doubts and conflicts about educa- 
tional practices, constructive efforts to rein- 
force and accept teachers should be valued 
and understood. What the author has done 
for teachers has meaning for other school 
groups. It is to be hoped that he will go on 
to stronger, more detailed delineation of 
the process in his future writings.—EVELYN 
D. ALDERBLUM, School of Education, New 
York University. 
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NAMH AND AFFILIATES MAKE 
“PLANS FOR MAY FUND-RAISING, 
FRIENDSHIP CAMPAIGNS 


“Next—Let’s Conquer Mental Illness” is 
the theme of the 1960 Bell Ringer Cam- 
paign for Mental Health. Launching cer- 
emonies for the campaign will be conducted 
by the NAMH and its state and local 
affiliates during Mental Health Week, May 
1-7. 

Closely related to the “Let’s Conquer 
Mental Illness Next” slogan is another— 
“Give at the Sign of the Ringing Bell.” 
This slogan directs attention to the ringing 
mental health bell, the “trade mark” of the 
NAMH and its affiliates. 

A third feature of the 1960 campaign is 
its overall titl—‘The 1960 Bell Ringer 
Campaign.” Until this year, the term “Bell 
Ringer” was used only in referring to the 
door-to-door solicitation (the Bell Ringer 
March). From now on, the entire cam- 
paign (including the March, special events, 
business and professional solicitations and 
special gifts) will be referred to as “The 
Bell Ringer Campaign for Mental Health.” 
The door-to-door solicitation will continue 
to be called “The Bell Ringer March for 
Mental Health.” 


“Operation Friendship,” the successful 
project initiated last year to recruit 750,000 
visitors to mental hospitals during Mental 
Health Week will take place again during 
1960’s Mental Health Week (May 1-7). 
Invitations have gone out to more than 
100 key national organizations asking that 
they participate in the observance. The 
goal this year is to double the number of 
mental hospital visitors with the help of 


the invited organizations. Some of these 
are: the National Council of the YMCA’s, 
the Salvation Army, the National Council 
of Catholic Men, the American Nurses’ As- 
sociation, the B’nai B'rith, the Boy Scouts, 
the Girl Scouts, the Camp Fire Girls, the 
National Grange, the Lions International, 
the 4-H Clubs, the Loyal Order of Moose, 
the General Federations of Women’s 
Clubs, the Altrusa International, the 
Eagles, Kiwanis, Optimists, Pilot Clubs, 
Sertoma, Junior Chambers of Commerce, 
Elks, Knights of Columbus, Eastern Star, 
Rotary, Exchange Clubs, Business and Pro- 
fessional Women’s Clubs, the American 
Legion, the VFW and their auxiliaries, and 
other prominent fraternal, social, charita- 
ble, and professional organizations. 

Last year local branches of such organiza- 
tions helped make Operation Friendship a 
success by arranging for bus caravans, 
motorcades, and other means of trans- 
porting visitors to the hospitals; many of 
these individuals traveled from 25 to 150 
miles to participate. 

The NAMH is directing and coordinat- 
ing the 1960 Operation Friendship in co- 
operation with the National Institute of 
Mental Health and the state mental hos- 
pitals throughout the nation. 


RESEARCH 


The Western Interstate Commission for 
Higher Education has established a re- 
search advisory service in mental health for 
the West. This service, which is available 
to administrators and staff members of 
public institutions and agencies in the 
West, was established to “improve research 
designs and strengthen proposals through 
expert consultation.” 

The free consultation services, which in- 
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clude intensive review and critique of 
any mental health research proposal sub- 
mitted, are available in research design, re- 
search administration, and evaluation of 
findings. The panel of advisers is headed 
by Dr. Leon J. Epstein, chief of research 
of the California Department of Mental 
Hygiene. 

Anyone interested in additional informa- 
tion on this new service should contact 
Dr. Warren T. Vaughan, Jr., director of 
the Mental Health Training and Research 
Project, Western Interstate Commission 
for Higher Education, Fleming Law Build- 
ing, Boulder, Colo. When applying for 
the research advisory service, he should out- 
line his research proposal or protocol in- 
cluding: principal investigator, specific 
aims of study, research plan, prior investiga- 
tions on topic, budget, and areas in which 
the research advisory service is requested. 


The Veterans’ Administration is conducting 
a 27-hospital study of the use of psychic 
energizing drugs against mental illness. 
The project is to determine whether psychic 
energizers added to treatment with the 
tranquilizing drug, chlorpromazine, will 
benefit apathetic, chronic patients with 
schizophrenia. The 16-week controlled, 
cooperative study involves some 500 long- 
hospitalized schizophrenic patients. 

The four psychic energizing drugs being 
used are impramine, dextro-amphetamine, 
trifluoperazine, and isocarboxizid. 


The VA is also conducting a many-sided 
psychological research program to analyze 
the individual age changes and resulting 
problems that occur as persons grow older. 
This program is under way at the Kecough- 
tan, Va., VA center. Among other matters, 
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the researchers are studying how the change 
from living in a small family unit to living 
in a VA domiciliary can be accomplished 
with a minimum of sacrifice of the aging 
veteran’s individuality and how going 
away to a home for the aged affects men 
of advancing age. 

More than 1,000 veteran-residents of the 
VA domiciliary home at the Kecoughtan 
center are the subjects of these studies. 


A Boston researcher announced at the 
world’s first International Medical Con- 
ference on Mental Retardation that as 
many as 10 per cent of the mentally re- 
tarded may be that way because of inherited 
body chemistry conditions. 

Dr. Richard S. Paine, an associate in 
pediatrics at Boston’s Children’s Hospital 
and Harvard University, said that it was 


“virtually certain” these people might be 
helped if discovered in time, with acceler- 
ated progress in the field of biochemistry. 


Three Mount Sinai Hospital (New York 
City) physicians reported in a recent article 
in the Journal of the American Medical 
Association that they believe psychiatric 
disturbances can occur in babies from the 
time of birth. 

The psychiatrists, Drs. Myron L. Stein, 
Aaron R. Rausen, and Abram Blau, stated 
that “since a baby’s range of behavior is 
limited, such psychiatric disturbances in 
infancy are more likely to be expressed as 
bodily complaints. Furthermore, evidence 
is accumulating that emotional trauma in 
infancy may be of critical significance in 
the development of later psychiatric dis- 
orders.” 

The doctors described a case in which an 





eight-month-old baby’s expulsion of food 
resulted from mental depression. On ad- 
mission to the hospital, he appeared wasted, 
chronically ill, and unhappy. The psy- 
chiatrists diagnosed the problem as a re- 
action resulting from “infantile anxiety 
neurosis with depression.” 

Doctors interviewed the mother, found 
her to be depressed, and discovered that 
the baby’s problem developed after the 
mother ceased giving him love and atten- 
tion. After a special nurse assigned to the 
child gave him constant warmth and atten- 
tion, he gradually ceased to regurgitate and 
gained weight. The mother was also treated 
through psychiatric interviews. ‘Two and 
a half months after he was admitted, the 
child was discharged improved and de- 
veloping normally; the mother continued to 
receive psychiatric help. 

The authors of the Journal article stated 
that “psychiatric treatment of an infant 
must involve the mother as an integral part 
of the baby; when the mother cannot be 
involved directly in treatment, a mother- 
surrogate must be supplied since an infant 
cannot progress without a mother-child 
inter-relationship.” 


TRAINING 


Directors of volunteer activities in many 
of the nation’s mental hospitals attended 
their first national training institute in 
February in Topeka. This institute, which 
was sponsored by the NAMH, had as its 
purpose the advancement of the profes- 
sional competence of these directors. Co- 
operating in the program were the Men- 
ninger Foundation and the Topeka State 
Hospital. 

The volunteer directors attended semi- 
nars which provided broad surveys of 
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mental hospitals—their purposes and func- 
tions; they heard discussions on the care 
and treatment of patients, the role of the 
mental health association, public relations, 
a consideration of the community itself, 
and the operation of in-hospital volunteer 
programs including recruitment, training 
supervision, recognition for volunteers, and 
the development of administrative tools. 


Volunteer services were also the subject of 
a two-day training workshop held by the 
Volunteer Services Council for the Texas 
State Hospitals and Special Schools in 
Austin. As part of this workshop a demon- 
stration of the “remotivation” project for 
patients at Rusk State Hospital was con- 
ducted, moderated by Carl Sears, special 
services officer for the Houston VA Hos- 
pital. 

Volunteers and _ hospital 
played the roles of patients participating in 
the small group discussions which try to 
get them back into contact with reality. 
Particularly aimed at the patient who has 
been hospitalized for a long time, the 
discussions at Rusk are actually led by psy- 
chiatric aids under the supervision of the 
nursing staff. 

A climate of acceptance is established in 
which discussions about the ordinary world 
are used to encourage participation by the 
member patients. One of the Rusk staff 
members commented after the demonstra- 
tion that “one of the best things about our 
remotivation program is that it remotivates 
the hospital employees, too, and gives them 
a greater interest and insight into their 
jobs.” As more and more patients re- 
spond to the program, other state hospitals 
are planning to send representatives to 
Rusk to observe this use of group therapy 
on the wards. 


coordinators 





A mental health institute for Major Su- 
periors held at the College of St. Catherine 
in St. Paul, Minn., had as its theme the 
relationship between emotional and mental 
health and the moral and spiritual life. 

The participants included general and 
provincial superiors and administrative as- 
sistants representing 32 congregations with 
members in 50 states. The combined mem- 
berships of these congregations is close to 
27,000 Sisters who are associated with ele- 
mentary and secondary schools, colleges, 
hospitals and nurses’ training schools, and 
social welfare agencies. 

The psychiatrists, psychologists, and so- 
ciologists who made up the Institute staff 
covered such subjects as the role of the un- 
conscious, leadership, morale and mental 
health in religious communities, and a psy- 
chiatrist’s view of authority. 

Many of the Major Superiors who at- 
tended the Institute are setting up similar 


workshops for their local Superiors to ex- 
tend the benefits of the St. Catherine’s con- 


ference. A number of institutes have al- 
ready been scheduled in California, 
Colorado, New York, Oregon, and the 
state of Washington. 


Various state Councils on Psychiatric and 
Mental Health Nursing of the National 
League for Nursing have held demonstra- 
tions and workshops for their members in 
recent months. The California Council, 
during its state convention, heard a talk 
by John Gorton, NLN consultant, on 
“Education and Training of the Psychiatric 
Technician.” Because California has re- 
cently passed legislation authorizing cer- 
tification of psychiatric technicians under 
the Board of Vocational Nurse Examiners, 
emphasis in the talk was on pre-service 
preparation of the aide. 
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In a recent meeting held cooperatively 
with the state Department of Mental 
Health, the Connecticut Council discussed 
“Remotivation—Therapeutic for Patients 
or Staff?” Included was a demonstration 
with patients by William Ramsden, psy- 
chiatric aide instructor. 

In Kansas, the Council and the Division 
of Institutional Management, State Board 
of Social Welfare, co-sponsored a workshop 
on psychiatric aide education. Participants 
came from psychiatric units of general hos- 
pitals, state mental hospitals, and private 
psychiatric hospitals. 


The Western Interstate Commission for 
Higher Education has announced a new 
ten-week internship program in state in- 
stitutions to introduce able Western col- 
lege students to mental health work. 

Colorado will serve as a pilot state for 
this first, regional summer work-study pro- 
gram for 40 selected students from Western 
colleges as part of a four-hour credit 
course in sociology at the University of 
Colorado in Boulder. Participants will 
spend one week in intensive academic 
orientation at the University before going 
to job assignments. During the eight 
weeks on the job, a general seminar will 
meet weekly for continued academic work. 
The tenth week will be spent on the 
Boulder campus for additional academic 
work and evaluation. 

As mental health interns in the Colorado 
Department of Institutions, the participants 
will be assigned as ward attendants, psy- 
chiatric aides, recreational aides, and oc- 
cupational therapy aides in a participating 
institution. They will receive the salary 
paid for the grade—about $280 per month 
or $560 for the eight weeks—and the usual 





conditions of employment will apply. Ef- 
fort will be made to give interns varied ex- 
periences and an insight into the total 
operation of the institution. 

Cost to the student will be $44 for 
tuition plus room and board and transpor- 
tation. Some fellowship assistance will be 
available to Colorado students from the 
Colorado Mental Health Association, and 
it is hoped that other state mental health 
associations will offer financial aid to stu- 
dents from their states. 

Institutions participating in the summer 
work study program include the Colorado 
State Training School for the Retarded in 
Wheatridge, the Colorado Psychopathic 
Hospital, Denver General Hospital Psy- 
chiatric Unit, and the Colorado Children’s 
Home, all in Denver, the Colorado Boys 
Industrial School in Golden, the State 
Training School for Girls in Morrison, 


and the Colorado State Hospital in Pueblo. 
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CARE AND TREATMENT 


The director of California’s Napa State 
Hospital has called the recent “therapy 
of fashion” conducted at his hospital “a 
revolutionary new development in the 
treatment of mental patients.” 

Dr. Theo K. Miller says he believes it 
may “become standard procedure for 
women mental patients in psychiatric hos- 
pitals throughout the nation.” 

The therapy he referred to was a fashion 
school conducted four Fridays by the San 
Francisco Association for Mental Health 
and the Fashion Group of San Francisco, 
an organization of leading women in the 
fashion world. 


Notes and Comments 


LEGISLATION 


In a unanimous vote recently the Kansas 
Legislature passed a bill to provide 
$895,000 for salary increases for psychiatric 
personnel in state mental hospitals and 
training schools. 

This action, taken during the Legisla- 
ture’s annual between-session budget meet- 
ing) followed an intensive campaign by 
members of local mental health associa- 
tions who had urged Kansas citizens to con- 
tact their local legislators to ask that they 
appropriate the increased funds. 

The crisis which prompted this action 
arose last fall when a state commission on 
institutional management reported that the 
Kansas mental hospital training program 
was being threatened by resignations of © 
training staff to comparable higher paying 
jobs in other states. 


The American Legion, Department of 
West Virginia, took the lead recently in 
promoting a vigorous mental health cam- 
paign in the state. As part of this pro- 
gram, the state commander, Bonn Brown, 
organized a “legislative dinner” attended 
by members of the state legislature and 
the Board of Public Works to develop 
plans for a comprehensive mental health 
program in West Virginia. 

Commander Brown has also appointed 
a new Joint Service Committee for Mental 
Health. This committee includes repre- 
sentatives from labor, industry, veterans’ 
groups, parent-teacher organizations, the 
Legion Auxiliary, and medical and social 
service associations. 





The New Jersey Association for Mental 
Health recently presented testimony to the 
state legislature urging legislative measures 
for better care and treatment of mental 
patients in the state. 

This testimony asked that mechanical 
restraints not be used on any mental pa- 
tient “unless required by his medical needs 
and ordered by his physician.” The as- 
sociation also recommended measures to 
protect the dignity and civil rights of the 
mental patient including a recognition of 
his right to communicate by sealed mail 
with the authorities involved in_ his 
commitment. 

The testimony included recommenda- 
tions that “persons should be hospitalized 
within a reasonable geographic range of 
their homes, and that “the sole require- 
ment for continued hospitalization should 
be medical evidence that this is in the best 
interest of the patient.” 

In addition to these recommendations, 
the state association has urged New Jersey 
Governor Robert Meyner to give top pri- 
ority in his 1960-61 budget to appropri- 
ations directly related to improved care 
of the mentally-ill. 

These priority appropriations include 
funds for the Bureau of Research to pro- 
vide for continuing scientific investigations 
into mental illness, $1 million for the sup- 
port of mental health clinics, improved 
facilities for hospitals with a majority of 
patients over 65, special facilities for two 
children’s units, appointment of a special 
services consultant responsible for develop- 
ing recreational, educational, occupational 
therapy, and volunteer services programs, 
provisions for volunteer service assistants 
for hospitals, and the addition of enough 
personnel to permit increased use of the 
“open door policy.” 
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An investigation by Georgia Governor 
Ernest Vandiver and a number of state 
legislators into conditions in the state 
mental hospital in Milledgeville has led to 
sweeping reforms in Georgia’s mental 
health facilities. A newspaper series on 
the hospital prompted the legislators’ visit 
to the hospital and led the Governor to 
appoint a committee of physicians, psychi- 
atrists, and psychologists to further investi- 
gate the situation. A report issued by Dr. 
W. B. Shaefer, chairman, and the com- 
mittee provides the basis for many of the 
new reforms. 

Effective January 1, mental health and 
mental institutions in Georgia received ad- 
ditional support and emphasis in a major 
reorganization of the state Department of 
Health. One of the most important 
changes is the establishment of a new men- 
tal health unit to be directed by a psychi- 
atrist who is directly responsible for super- 
vising Milledgeville. 

Dr. Irville H. MacKinnon, former clini- 
cal director of the Department of Psychiatry 
at Columbia University, has been ap- 
pointed Milledgeville superintendent. The 
state is providing him with increased funds 
to recruit additional professional person- 
nel, and plans are already underway to 
develop psychiatric facilities at the hos- 
pital and elsewhere. Also, a new intensive 
treatment program is being set up, as is a 
program of psychiatric training for medi- 
cal students. 


On the final day of its 1959 session, the 
Alabama Legislature passed a series of 


measures designed to upgrade mental 
health services in that state. The new 
legislation includes the following provi- 
sions: 

Half the proceeds of a new 10 per cent 





tax on liquor will be set aside for mental 
health services: 

The Medical College of Alabama will 
receive $220,000 to hospitalize and treat 
mental patients throughout the state, to 
strengthen its out-patient clinic and the 
training programs of its Department of 
Psychiatry, and’ to offer stipends to 
physicians who wish to enter psychiatric 
training. 

* * * 


The Mental Health Act of 1959 of the 
United Kingdom is a model which can be 
studied by other countries and by our own 
states. The detail of provision must, of 
course, differ from country to country and, 
for us, from state to state. 

Still, the idea of reviewing all previous 
statutes and practices through an official 
commission and then drawing up a single 
comprehensive law to replace the previous 


patchwork, insuring the elimination of 
gaps and inconsistencies, is impressive. 
The law itself is obtainable from the 


British Information Service, 45 Rocke- 
feller Plaza, New York City. Cost is $1.44 
plus postage. 

No better statement about this law can 
be given than that which appeared in the 
August 7, 1959, issue of The Medical Of- 
ficer, 72-78 Fleet Street, London, E. C. 4, 
England. It has been the practice of 
MENTAL HyGIeENE to serve as an archive for 
important documents. We offer the sum- 
mary of The Medical Officer with this in 
view. 


THE MENTAL HEALTH ACT, 1959 


7th August, 1959 
Summary of Main Provisions: The Next Steps 
The Mental Health Bill received the Royal As- 
sent on Wednesday, 29th July, 1959. Comprising 
154 sections and 8 schedules, the Act paves the way 
for the repeal of the Lunacy and Mental Treat- 


Notes and Comments 


ment Acts, 1890-1930, and the Mental Deficiency 
Acts, 1913-1938, and provides for substantial 
changes on the lines recommended by the Royal 
Commission on the Law relating to Mental Illness 
and Mental Deficiency which reported in May, 
1957. 

A considerable number of amendments were 
made during the passage of the Bill through 
Parliament, in particular to the clauses dealing 
with the definitions of categories of patients, com- 
pulsory admission to hospital for observation or 
treatment, the composition and procedure of mental 
health review tribunals, the power to control pa- 
tients’ correspondence, and the periods of which 
authority to detain lapses if not renewed and at 
which patients may apply to a tribunal (the max- 
imum periods were reduced to two years under 
the present law.) 

The main principles remain unchanged. As 
the Minister of Health, Mr. derek Walker-Smith, 
QC, stated during the Second Reading in the 
Commons, the two main principles are (1) that as 
much treatment as possible, both in the hospital 
and outside, should be given on a voluntary and 
informal basis, and (2) that proper provision should 
be made for that residual category of cases where 
compulsion is necessary, either in the interests 
of the patient or of society. 


Main Feature of the Act 


The main changes from the present law (which 
will come into operation on dates to be appointed 
by the Minister) are: 

1. Single Code: New Terms. The single term 
“mental disorder” will be introduced to cover all 
forms of mental illness or disability, and there will 
be one legal code applied to all categories of 
patients instead of separate codes for the mentally 
ill and mentally deficient. Provisions for com- 
pulsory detention recognize four groups of mentally 
disordered patients—mentally ill, severely sub- 
normal, subnormal, psychopathic. 

2. No “Designated” Hospitals. The statutory 
limitation on the reception of “persons of unsound 
mind” and mental defectives in separately “desig- 
nated” hospitals will come to an end. Hospital au- 
thorities will be able to arrange for treatment 
for any type of mental patient to be provided in 
any suitable hospital. 

8. Informal Admission. All hospitals will be 
free to receive patients informally without powers 
of detention. 





4. Powers of Detention and Safeguards. The pro- 
cedure to be used when patients have to be de- 
tained compulsorily in the interests of their own 
health or safety, or for the protection of others, is 
completely revised and simplified. New safeguards 
against improper detention include Mental Health 
Review Tribunals to be set up in each of the 15 
hospital regions. The tribunals will consist of 
legal, medical and lay members, and will have 
power to discharge detained patients from hospital 
or guardianship. 

5. Protection of the Public. If a Court of As- 
size or Quarter Sessions considers it necessary for 
the protection of the public, it will be able to order 
that a mentally disordered person convicted before 
it or (in the case of Quarter Sessions) committed 
from a Magistrate’s Court shall not be discharged 
without the Home Secretary’s consent. While such 
a restriction is in force the patient will not have 
direct access to a Mental Health Review Tribunal, 
but the Home Secretary will be able to refer to 
the tribunals for advice at any time. 

6. Board of Control. The Board of Control will 
be wound up. Some of its functions will be car- 
ried out by the new Review Tribunals, others by 
the local authorities and the Minister of Health. 
The three “special hospitals” (at present called 
“State Institutions”)—Broadmoor, Rampton and 
Moss Side—will come under the direct management 
of the Minister of Health. 


The Next Steps 


The Act is likely to be brought into force in 
stages. The first action to be taken will probably 
be in the repeal of those parts of the Lunacy and 
Mental Treatment Acts which at present prevent 
designated mental hospitals from receiving patients 
informally. This will allow informal admission of 
patients to mental hospitals—and the decertification 
of any existing patients who can suitably remain 
on an informal basis—to start without waiting for 
the necessary preparations for repealing the whole 
of the existing Acts. 

The Minister also intends, at an early stage, to 
issue a direction which will impose a duty on 
local health authorities to make arrangements 
for community care and after-care for all categories 
of mental patients, including the mentally ill. 
The authorities will then be asked to submit their 
proposals for these services within a period of, 
probably, six months. 

The work of setting up the Mental Health Re- 
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view Tribunals and the preparation of the various 
rules and regulations required under the new Act, 
and of circulars of guidance for hospitals and local 
authorities on those aspects of the Act which they 
will have to administer, is likely to take some 
months to complete. 

Mr. Walker-Smith, addressing the conference 
of the Association of Hospital Management Com- 
mittees at Polkeston in June, gave two pledges 
on the implementation of the Act. First, there 
would be no avoidable delay. “We will press 
on with the administrative work with a will,” he 
said. Secondly, there would be “skimping either 
of the administrative work of preparation or of 
the work of consultation which is so valuable.” 


The Federal Agency put into effect last 
fall new rules governing physical and men- 
tal requirements for airplane pilots and 
other members of flight crews. 

Disqualification conditions include “A 
character or behavior disorder which is 
sufficiently severe to have repeatedly mani- 
fested itself by overt acts, a psychotic dis- 
order, chronic alcoholism, drug addiction, 
epilepsy, or a disturbance of consciousness 
without satisfactory medical explanation of 
the cause.” 


MEETINGS 


The 1960 NAMH Annual Meeting will 
take place November 17-19 at the Denver 
Hilton Hotel in Denver, Colo. 

Site for the 1961 and 1962 annual meet- 
ings have also been announced. They 
will take place in Miami, Fla., and Las 
Vegas, Nev., respectively. 


The Academy of Psychoanalysis will hold 
its annual meeting May 7 and 8 in Atlantic 
City, N. J. 

Theme of the sessions which will be held 





at the Hotel Claridge, will be “The Nature 
of the Therapeutic Process.” 

Drs. John A. P. Millet, New York City, 
and Robert G. Health, New Orleans, La., 
will be chairman of the morning and after- 
noon sessions, respectively, on May 7. 
Chairmen for May 8 are Drs. Leon Moses, 
New York City, and May E. Romm, Bev- 
erly Hills, Calif. 


The American Society of Group Psycho- 
therapy and Psychodrama has announced 
that its 19th annual meeting will be held 
at the Barbizon Plaza Hotel in New York 
City April 27-29, 1960. 


The American Psychopathological Asso- 
ciation held a symposium on the “Psycho- 
pathology of Aging” at its 50th annual 
meeting at the Park Sheraton Hotel in New 
York City in February. This symposium 
will be published in the course of the year. 


The Academy of Religion and Mental 
Health held its first annual meeting in 
January in New York City. Dr. Francis J. 
Braceland, chief psychiatrist for the Insti- 
tute of Living in Hartford, Conn., was 
chairman; he is a recent past president of 
the American Psychiatric Association, a 
charter member of the Academy, and mem- 
ber of its Advisory Council. 

Anthropologist Margaret Mead was the 
guest speaker at a special luncheon session 
held jointly with the World Federation for 
Mental Health to inaugurate World Men- 
tal Health Year. 


Notes and Comments 


A community approach to the treatment 
of mental health is growing, and this trend 
must be nurtured by psychiatrists and 
other physicians working together more 
closely at the local level. 

This was the theme of the discussions 
at the Conference of Mental Health 
Representatives of State Medical Associa- 
tions, sponsored by the AMA’s Council on 
Mental Health. 

The 200 delegates were divided into six 
groups which tackled different facets of 
mental health. 


GRANTS 


A $10,000 grant has been presented to the 
NAMH by the Smith, Kline and French 
Foundation for the Association’s Personnel 
Development and Organizational Program. 

Since 1955 Smith, Kline and French has 
contributed over $100,000 to the Associa- 
tion for the development of field and pro- 
gram services. 


PUBLIC INFORMATION 


Howard Whitman, Westport, Conn., au- 
thor and TV commentator, presented a 
one-hour live television report on the “Ten- 
sions of the Rat-Race Age” on Connecti- 
cut’s Channel 5 recently. 

Mr. Whitman, a founding member of 
the Westport Mental Health Association, 
is the winner of a 1957 NAMH television 
award. He was also awarded a citation 
in 1959 by the Connecticut Association for 
Mental Health for outstanding work done 
in the state fund drive. 


A new series of mental health programs is 
now being televised in the Peoria, IIl., area. 


Titled “The Nation’s Number One 
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Health Problem” and telecast by the local 
NBC affiliate WEEK-TV, the series con- 
cerns such subjects as: why is mental illness 
such an enormous problem; what can be 
done about it; what goes on in a mental 
hospital; how do we differentiate between 
personality disorders; what are the basic 
principles of mental health? 

The series, which began in January, were 
prepared by the public information chair- 
man of the Illinois Valley Mental Health 
Association. 


* * * 


The Advertising Council was the recent 
recipient of an NAMH citation presented 
for a “monumental job of dispelling pub- 
lic fear, stigma, and ignorance with regard 
to mental illness.” 

Lawrence J. Linck, executive vice presi- 
dent of the association, presented the cita- 
tion to Advertising Council Theodore S. 
Repplier at a luncheon held in New York 
City. Dr. William Malamud, NAMH 
professional and research director, was 
principal speaker at the luncheon. His 
talk concerned the hopeful research out- 
look on the fight against mental illness. 

The Advertising Council, which is re- 
sponsible for coordinating the public serv- 
ice activities of the advertising, publishing, 
and broadcasting industries, has been con- 
ducting a campaign of public education 
on mental health since June, 1957. 

More than 1,450,000 copies of the book- 
let “How to Deal with Your Tensions” 
were distributed to individuals who had 
requested the free pamphlet after hearing 
or seeing it offered in Advertising Council 
messages over television, radio, in news- 
papers, house magazines, and in transit 
advertising. 


PUBLICATIONS 


A report on state and local mental health 
and hospital programs has been issued and 
distributed to all NAMH affiliated state 
and local associations. 

Titled “Fifteen Indices: An Aid to Re- 
viewing State and Local Mental Health 
and Hospital Programs,” the report was 
prepared by the Joint Information Service 
of the NAMH and the American Psychiatric 
Association. It contains valuable informa- 
tion for professional committees, hospital 
and clinic administrators, public health 
officials, and others involved in providing 
services for the treatment and prevention 
of mental illness. 

This publication reveals a gradual im- 
provement in hospital staffing and in ex- 
penditures for overall maintenance of the 
public mental hospitals; it also indicates 
that the number of full-time employees in 
these hospitals increased as did the amount 
of money spent daily for the care of each 
patient. 


YOUTH FITNESS WEEK 


“National Youth Fitness Week” will be 
May 1-7, the same period as Mental Health 
Week, according to a recent proclamation 
by President Eisenhower. 

The president's proclamation urges “par- 
ents, young people, and interested national 
and local organizations to use all appropri- 
ate means now and during that week to 
promote programs and activities demon- 
strating the importance of youth fitness 
to the end that we may assure the continu- 
ing strength and well-being of our people.” 
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